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what you want 


hypertensive 


vasodilation 


Nitranitol provides it... permitting hypertensives 
to resume more normal lives. 


And ... therapeutic dosages of NITRANITOL can be maintained 
over long periods of time . . . without frequent checkups . . . without 
worry about possible toxic effects. 


Nitranitol is the universally prescribed drug in the management 
of essential hypertension. 


(brand of mannitol hexanitrate) 


FOR SAFE, GRADUAL, PROLONGED VASODILATION 


1. When vasodilation alone is indicated —NITRANITOL. 

2. When sedation is desired—NITRANITOL with PHE- 
NOBARBITAL. 

Another product by 


3. For extra protection against hazards of capillary 
of fragility—NITRANITOL with PHENOBARBITAL and 
RUTIN. 
4. When the threat of cardiac failure exists—NITRANITOL 
with PHENOBARBITAL and THEOPHYLLINE. 
4 £ tas years. 
5. For refractory cases of hypertension — NITRANITOL 
w « ati «+ Théwe 
P.V. (Nitranitol, Phenobarbital, Veratrum Alkaloids*) 
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Fig. 1: “Roentgen examination . . . revealed the ulcer to 
be very much in evidence.” 


evidence roentgenologically or gastroscopically.” 


Clinical Evaluation of Pro-Banthine* 


CASE REPORT 


““M. D., female, aged 48, had a posterior gas- 
trojejunostomy 14 years ago for duodenal ulcer. 
The patient was fairly well until nine months 
ago when severe, intractable pains occurred. 
She was hospitalized and a subtotal gastrec- 
tomy was done. 

“She remained well for-only a few months 
and was referred to us because of recurrence of 
very severe pain and marked weight loss. 
Roentgen study revealed a fairly large ulcer 
niche on the gastric side of the anastomosis. 

“The patient had been on various types of 
antacids and sedatives without relief from pain. 
She was given 60 mg. of Pro-Banthine q.i.d. and 
within 72 hours was able to sleep through the 
night for the first time in weeks. 

*“*At the end of two weeks of such treatment 
the patient had absolutely no pain and felt that 
she had been ‘cured.’ Roentgen examination at 
this time revealed the ulcer to be very much in 
evidence (Fig. J). Much persuasion was neces- 
sary to make the patient realize the importance 
of maintaining her diet and therapy. 


“Ten weeks of controlled regulation was 
necessary before we were satisfied that the ulcer 
niche was no longer in evidence roentgenologi- 
cally or gastroscopically (Fig. 2). 

“She has been maintained on 30 mg. [q. i. d.] 
of Pro-Banthine for almost five months with no 
recurrence of symptoms.” 

Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, J. 
M.: A Clinical Evaluation of a New Anticholinergic 
Drug, Pro-Banthine, to be published. 

Pro-Banthine(brand of propantheline bromide), 
the new, improved anticholinergic agent, is 
more potent and, consequently, a smaller dos- 
age is required and side effects are greatly re- 
duced or absent. 

Peptic ulcer, gastritis, intestinal hypermotil- 
ity, pancreatitis, genitourinary spasm and hy- 
perhidrosis respond effectively to Pro-Banthine, 
orally, combined with dietary regulation and 
mental relaxation. 


*Trademark of G. D. Searle & Co. 


SEARLE Research in the Service of Medicine 


Fig. 2: In ten weeks “the ulcer niche was no longer in 
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Theominal tablets contain 
5 grains theobromine and 
grain Luminal ®.Theo- 
minal®@ tablets contain 5 
grains theobromine and 
Y grain Luminal. Both in 
bottles of 100 and 500. 


TRANQUILLITY 


THE HYPERTENSIVE 
WITH CONSERVATIVE, GENTLE MEDICATION 


As a supplement to simple instructions on sensible living, the 
combined effects of sedation and vasodilation help to reduce 
nervous and vascular tension. 


Theominal exerts a general tranquilizing effect and thus helps 
to control emotional outbursts that may induce dangerous 
vascular crises. With continued administration of Theominal a 
gradual reduction of blood pressure frequently occurs with relief 
of congestive headache, chest pains, vertigo and dyspnea. 


DOSE: | tablet two or three times daily. With improvement the dose may be reduced or omitted periodically. 


Winthrop-Stearns, Inc. » New York 18, N. Y. * Windsor, Ont. 


THEOMINAL 


VASODILATOR SEDATIVE FOR ARTERIAL HYPERTENSION 


Theominal and Luminal (brand of phenobarbital), 
trademarks reg. U. S. & Canada. 


GP ¢ Volume Vil, Number 6 


a 
| 

: 
‘ 
| 
Fe, 


Contents 


JUNE 1953 


VOLUME Vil NUMBER 6 


GP is published monthly by the American 
Academy of General Practice. Materials for 
publication should be addressed to the Edi- 
torial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 11, Missouri. 
Publication Office (printer): 350 East 22nd 
Street, Chicago 16, Illinois. Advertising Of- 
fice: 4 Wilsey Square, Ridgewood, New Jer- 
sey. One dollar a copy. By subscription: $5.00 
a year to members of the American Academy 
of General Practice, $10.00 a year to others 
in U.S.A. $12.00 in Canada; $14.00 in other 
foreign countries. Entered as second-class mat- 
ter at the post office at Kansas City 8, Missouri. 
Additional entry at Chicago, Illinois * Printed 
in U.S.A. by R.R. D lley & Sons C 

at The Lakeside Press, Chicago. Copyright, 
1953, by the American Academy of General 
Practice. 


GP June, 1953 


TRADE MARK REGISTERED U. S. PATENT OFFICE 


ARTICLES 


Early Diagnosis of Acute Abdominal 
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from the research laboratories of the world’s 


largest producer of antibiotics... 


a new antibiotic 


of special value 


° 
brand of carbomycin 


Clinically active particularly against 


those infections caused by penicillin- 
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ied resistant gram-positive pathogens — 
staphylococci, streptococci, and other 
enteric organisms. 


Cross-resistance with penicillin, 
streptomycin and the broad-spectrum 
antibiotics has not been observed. 


Well tolerated. 


Magnamycin is not inactivated by the 
gastric secretions. 


aoe ‘ Available in the most familiar, readily 
ae accepted dosage form—sugar coated tablets. 
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Recommended dosage—1.0 to 2.0 Gm. 


daily in divided doses. 


. 100 mg. tablets, bottles of 25 and 100 


Intibiotic Division CHAS. PFIZER & CO., INC. 
Brooklyn 6, N. Y. 


G P ¢ Volume Vil, Number 6 


. 
| 
| 
2 
: 
| 


DEPARTMENTS 


Secretary’s Newsletter. 
This Month’s Authors 


Yours Truly 


Editorials 


After the Assembly ... Hawley's Mistake ... Acute Renal 
Failure ... Warning: Quiz Coming ... Anaphylactic Shock 
from Penicillin... Manual of Hospital Accreditation ... Pre- 
vention of Barbiturate Intoxication 


Tips from Other Journals. 


Epidemic Pleurodynia ... Hair Growth and Ischemia ... 
Mode of Action of Snake Venoms ... latrogenic Heart 
Disease ... Rauwolfia Serpentina for Hypertension ... 
Diagnosis of Mitral Regurgitation ... Shotgun Wounds ... 
Simple Test for Serum Acetone ... The Postcholecystectomy 
Syndrome ... Refractory Heart Failure ... Dosage of 
Vitamin By ... Diaphragmatic Hernia in the Newborn... 
1-Hydrazinophthalazine in Hypertension ... Erosions of the 
Stomach and Esophagus ... Spontaneous Fractures in 
Paraplegics ... Hemorrhage from Benign Duodenal Tumors 
... Accelerated Grafting of Small Deep Burns ... Retinal 
Vascular Reactivity ... Midthigh Amputations for Gangrene 
. .. Prognosis in Testicular Tumors .. . Progression of Minimal 
Tuberculosis ... Coronary Insufficiency from Priscoline 


Information Please . . : : : 


Management of Erythroblastosis Fetalis ... Toxic Effects of 
Dicumarol ... Classificction and Treatment of Anemias .. 
Estrogens, Androgens, and Cancer ... Anesthesia in Doc- 
tor's Office ... Retroversion of Uterus 


Business and Economics : . . . : 
Too Many Wrong Ideas About Doctors, an interview with 
R. B. Robins, M.D. ... Trends and Events in the Nation's 
Capital ... Hawaii Poses No Health Problems ... The 
Family Physician Meets Wall Street, by William |. La Tourette 
. +. Military Dependent Care Questioned ... What Our 
Canadian Cousins Are Up To ... Industrial Medicine Meet- 
ings Attract Doctors 


The Practitioner’s Bookshelf 


Academy Reports and News . 


Criticisms of Medical Profession Subject of Resolutions ... 
General News ... News from the State Chapters . . . Build- 
ing Fund Report 


GP « June, 1953 


opposite page 8 


17 


21 


29 


79 


83 


85 


103 


115 


SHELL 


Calcium Assimilation 


Oyster shell calcium is more easily assimi- 
lated and contains more pure calcium 
(40%) than any other known form. In 
addition, it contains all trace minerals. 


Alleviates Leg Cramps 


Of Pregnancy* 
Our doctors report 80% success in alleviat- 
ing leg cramps of pregnancy when oyster 
shell calcium is substituted for dicalcium 
phosphate or bone phosphate as a source 
of calcium, 


* Obstetrics-Gynecology, Jan. 1953, E. W. Page. 


05-cal — 10 gr. oyster shell plus 500 
u.s.p. units of Vitamin D. One OS-cal 
tablet equals two of any other calcium 
tablet available because it contains twice 
as much pure calcium. Dosage: 3 per day. 


05-vim — Oyster shell calcium plus all 
minerals and vitamins. No aftertaste. Small 
dosage (maximum: 4 per day) makes it 
least expensive. 


TWO FORMS Now Available 
DISPENSING PHYSICIANS ORDER AT 
THESE PRICES: If in your opinion 
oyster shell calcium is not better assimi- 
lated, we will void your bill. 


OS-cal 
£200 ........... $ 7.00 
2,000 tablets .............. 6.00/M Tablet shown 
5,000 tablets .............. 5.00/M actual size 
OS-vim 
1,000 tablets .............. $13.50 
2,000 tablets .............. 12.00/M 
5,000 tablets .............. 10.80/M = Smallest OB 
Prescribing physicians bave your tablet now 
druggist order direct. available 
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“Appestat Malfunction" is newest term 


Jolliffe! recently coined the term, “‘appestat”, to 
describe the involuntary appetite-regulating mechan- 
ism, and reemphasizes the fact that control of 
bulimia (overeating) is the greatest problem in 
weight reduction. 

ALTEPOSE® Tablets help the patient control appe- 
tite and lose weight with a minimum of discomfort. 
They spare the patient the demands of hunger, and 
make low-calorie diets more acceptable. Moreover, 
they aid in converting excess fat into energy, in 
diminishing water retention, and controlling nervous 
anxiety. 


pment of ather 


Attepose Tablets contain the efficient appetite- 
depressant, PROPADRINE® (phenylpropanolamine) 
HCl, 50 mg., the metabolic stimulant, thyroid, 40 
mg., and the mild sedative, DELViINAL® vinbarbital, 
25 mg. 

Supplied in bottles of 100 and 1,000. 

Sharp & Dohme, Philadelphia 1, Pa. 


1. Jolliffe, N.: Reduce and Stay Reduced, Simon & Schuster, 
New York City, 1952. 

2. Rehfuss, M.E., Albrecht, F.K. and Price, A.H.: Practical 
Therapeutics, The Williams & Wilkins Co., Baltimore, 1948, 


p. 162. 
. Proc. Royal Soc. Med.: 43:339, 1950. 


s plaques is invariably accelerated in obese patients. These scarred aortas are from patients who 


succumbed (lower) at age 54, height 5’ 6", weight 210 lbs., and (upper) age 44, height 5’ 5”, weight 230 Ibs. 


Altepose 


TABLETS 


Since errors in excess of 25% will occur in estimating daily calorie expenditure 
if B.M.R. is not known, determination of a safe and effective reducing diet 


remains the physician's responsibility. 


PHENYLPROPANOLAMINE HCl, THYROID AND VINBARBITAL 


Exercise is of little help. To burn up a single pound of 
excess fat it would probably be necessary to walk at 
least from Philadelphia to Trenton*—and possibly all 
the way to New York. 
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MEMO FROM THE 


MANAGING PUBLISHER 


It’s an old trick of disputation to lure an adversary into 
the trap of guilt by association. For this reason a man should 
never neglect to make it clear that he is against sin when 
he raises a question about the methods of someone who is 
campaigning against sin. 

This is the kind of paradox that confronted the Congress 
of Delegates of the American Academy of General Practice 
when it convened in St. Louis last March to consider, among 
other things, the inflammatory and exaggerated statements of 
Paul R. Hawley on the subject of fee-splitting. 

The Academy had long been on record against the secret 
division of fees. Its members have always been opposed to 
dishonest practices which contravene the Code of Ethics. 

But, most doctors were outraged by the reckless and 
mendacious statements of Paul Hawley in a published inter- 
view with the editors of U. 8. News and World Report a few 
weeks earlier. His rash intimations that general practitioners 
were the worst offenders in fee-splitting, that they greedily 
performed unnecessary surgery, and that they usually re- 
sorted to ghost surgery, were rightfully resented. 

But, in the debate on the floor of the Congress and the 
resolutions subsequently passed, the Academy was sucked 
into the trap of guilt by association. It neglected to empha- 
size sufficiently that it likewise opposed the evils against 
which Hawley had enjoyed such a victorious encounter. 

Hence, the St. Louis Dispatch editorial which appeared 
during the meeting was hardly surprising. The Post Dis- 
patch took Hawley’s side, for the simple and obvious reason 
that the easy criticism of established principles and profes- 
sions is always newsworthy. In response to the Academy’s 
demands that Hawley be disciplined and that the slanderous 
attacks upon general practice per se be retracted, the Post 
Dispatch asked, ‘Why has so much heat been generated in 
this matter? The lay public is almost bound to conjecture un- 
easily that practices which are to the disadvantage of the pa- 
tient do exist, and that some doctors want to keep it secret 
within the profession.” 

No clearer example of the harm resulting from the reckless 
statements of Hawley could be found. And no better illustra- 
tion of the evils of public witch hunting need be presented. 

Hawley is against unnecessary surgery, secret fee-splitting, 
and ghost surgery. So is the American Academy of General 
Practice. The Academy found itself in St. Louis, however, in 
the uncomfortable position of inviting criticism if it deplored 
the audacious exaggeration employed by Hawley in his pub- 
lic statements. 

Effective rebuttal is achieved by Dr. R. B. Robins in the 
interview reprinted from the U. §. News in this issue. 
Readers will note, however, that he leaves no doubt that he 
too is against the evils of fee-splitting. 
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when psychic stress 


is the underlying cause of 


BACK PAIN or HEADACHE 


Edrisal* relieves the psychic stress 

Edrisal’s Benzedrinet component improves the 
patient’s mood and creates a sense of well-being, thus 
relieving the depression that so often is the under- 
lying cause of pain. 


‘Edrisal’ relieves the pain 


ace 


Edrisal’ was more effective than any other analgesic 
previously used...” 
Wells, R. L.: M. Ann. District of Columbia 20:360, 1951. 


Each ‘Edrisal’ tablet contains: Be sure to prescribe 2 ‘Edrisal’ tablets per 
dose to assure the full benefit of the 


‘Benzedrine’ Sulfate . . 2.5 mg. 
enzedrine’ component. 


(racemic amphetamine sulfate, 
S.K.F.) Also available, for intense pain: ‘Edrisal 
Acetylsalicylic acid . . . 2.5 gr. with Codeine 4 gr.’ 
Phenacetin. .. . .. . 2.5 gr. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
TT.M. Reg. U.S. Pat. Off. for racemic amphetamine sulfate, $.K.F. 
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State Associations Act > The AMA House of Delegates meeting in New York will be 
On Hawley Statements ending as this is read, but the furore provoked by the pub- 
lic statements of ACS director Paul R. Hawley will likely 
continue for some time. Background of the controversy is 
mentioned in the Publisher's Memo and in an editorial in 
this issue. Also in this issue appears the full transcript 
of an interview between Dr. R. B. Robins and the editors of 
U. S. News. It serves as a sober refutation of Hawley's 
mendacious implications in a similar interview that general 
practitioners are incompetent butchers who perform unneces- 
sary surgery for financial greed and secretly split fees. 


State medical associations numbering more than a score 
have passed resolutions on the matter to be introduced at 
the AMA meeting. They variously call for disciplinary action 
against Hawley (who is not a member of the AMA), a repudia- 
tion of his exaggerated charges by the ACS, a study of the 
entire question of multiple fees, and adoption of a code 


governing medical spokesmen in their public statements. 


Probable outcome will be appointment of a special commit-— 
tee to investigate the entire question and | present recom— 
mendations for action on to the AMA Board of Trustees or House 
of Delegates. Most thoughtful persons agree that perpetua- 
tion of the ugly controversy in the public press will acconm- 
plish nothing and that name calling will not contribute to a 
solution. An examination of the problem by a competent 
committee should help counteract some of the harm of Haw- 
ley's reckless denunciations and vindicate the nation's 
family doctors. 


Spotlight Turned on > His c golleagues in Arkansas may present the Academy's im- 
President-elect of AMA mediate past Erre Set 2s as a candidate for pr president-elect 
eeting. Those in the know have 


honor of organized medicine's this year. Dr. 
Martin has rendered distinguished service as a trustee and 
on several important special committees in recent years. 
Dr. Robins has won the affection and esteem of every doctor 
in America for his courageous public stand for the cause of 
medicine during his years as a leader in the Democratic 
party. He is one of the three or four best known and best 
liked doctors in America. His election to the presidency 
of the AMA would bring honor to the Academy. Either candi- 
date would undoubtedly give the AMA able leadership next 
year. 


Academy Members on Five Academy members are serving on important reference 

Important Committees committees of the House of Delegates of the AMA at its New 
York meeting. Dr. George S. Klump of Pennsylvania is Chair-— 
man of the potent Reference Committee on Legislation and 
Public Relations. To this committee the Speaker may refer 


resolutions pertaining to the Hawley affair mentioned above. 
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More Free Care 
Sought by 


Here and There 
In Fewer Words 


Serving on other committees are Dr. Charles Farrell of 
Rhode Island, Dr. Wendell C. Stover of Indiana, Dr. J. Paul 
Jones of Alabama, and Dr. Paul A. Davis, delegate from the 
Section on General Practice (and president of the Ohio 
Medical Association). 


> Medical care at government expense remains the goal of 
labor union officials. Recent statements emanating from the 
CIO reveal a studied program of action for more free medical 
care. Union officials express dissatisfaction with protec- 
tion presently afforded by Blue Cross and Blue Shield. 


Immediate plans call for more representation on the 
governing boards of voluntary prepayment plans, coupled with 
demands for more comprehensive coverage. A lever that may 
be used in securing such representation is increased union 
support of consumer sponsored prepayment plans and union 
operated diagnostic centers. The over-all strategy contem- 
plates that employers will be compelled to assume payment 
of premiums. Hence increased costs are of little concern 
to labor. 


The ultimate goal is a national system of social insurance 
providing complete protection against the costs of illness 
and loss of income due to disability, paid for from tax 


in typical Blue Shield or surgical care insurance plans has 
strong appeal to union members. 


Look for a strong shift in emphasis from government to 


Rep. Olin Teague (D.-Tex.) has introduced a bill (H.R. 
4601) to end the evils against which organized medicine has 
frequently protested in connection with medical care for 
veterans with nonservice-—connected disabilities. The bill 
would abolish the so-called "pauper oath" which permits free 
care for any veteran who states he is unable to pay, and im- 
poses upon the VA the responsibility to investigate and de- 
termine whether a nonservice-connected case is actually in- 
digent and deserving of free care. A controversial provi- 
sion would grant the VA authority to accept part payment for 
nonservice-connected cases. ... 


As promised in the last campaign, the administration, 
through Senate Majority Leader Taft, has endorsed a bill 
(S. 1514) to establish a twenty-five man commission on 
"Governmental Functions and Fiscal Resources" to study fed- 
eral-state relationships. An identical bill has been intro- 
duced in the House, H. R. 4406. The commission will concen- 
trate on justification for various types of federal aid to 
state and local governments, including aid for health and 
welfare. Hearings on the Senate bill were conducted by the 
Committee on Government Operations fortnight ago. 


The Senate Finance Committee is considering a bill (S. 
1470) introduced by Sen. Kefauver (D.-Tenn.) that would per- 
mit physicians and other professional persons to voluntarily 
elect coverage under the Social Security Act. The Social 
Security tax would amount to 24 per cent of the first $3,600 
in earnings, and benefits would be identical to those 
enjoyed by persons presently covered. 


Respectfully, 


one 
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funds. Labor's claim that preventive care is not encouraged io 

union labor organizations in the socio—economics of medicine 
during the next few years. 
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More Effective 
is rapidly and widely abet 
the nasal tract. 


Vasoconstrictor 
phenylephrine 
Antihistamine 


THE WARREN-TEED PRODUCTS CO. 


COLUMBUS 8, OHIO 
PORTLAND, ORT. OS ANGELES, CALIF, DALLAS, TEXAS 
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\\\ Relieve Symptoms of 
ALLERGIC or IRRITANT RHINITIS 
neath in Inia an methylbenzethonium chloride 
200uc Ts Co WARREN -TEE 
9 


1. Human Breast Milk: “the recipe of the most 
satisfactory food for a baby.” 


Gunther, M.: Brit. J. Nutrition 6 (No, 2): 215, 1952. 


so similar to the milk of healthy, well-nourished mothers 
that there is no closer equivalent. 


Similac in the baby’s stomach forms a soft, fine, fluid curd assuring 
rapid and easy digestion. Close equivalence (in quantity and quality 
of nutrients) to breast milk promotes good growth and reduced inci- 
dence of complications during the first year of life. 


Similac is simple to prepare 


Supplied: Similac Powder in tins of 1 Ib., with measuring cup; 
Similac Liquid in tins of 13 fl. oz. 


URr 


M &R Laboratories, Columbus 16, Ohio 
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State Chapter Presidents and Secretaries 


Alabama. President: J. N. Carmicuaet, M.D., 4614 Carnegie 
Ave., Fairfield; Secretary-treasurer: W. A. Dozter, Jr., 
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Indiana. President: Wuuam R. Tinpau, M.D., 505 S. 
Harrison St., Shelbyville; Secretary-treasurer: NORMAN 
R. Boourr, M.D., 447 East 38th St., Indianapolis 


lowa. President: JosepH G. Fettows, M.D., 405% Douglas 
Ave., Ames; Secretary-treasurer: WituiaMm M. Sprout, 
M.D., 912 Equitable Bklg., Des Moines 9; Executive- 
Secretary: Mrs. Euizaseru B. Netson, 3600 Franklin Ave., 
Des Moines 10 


Kansas. President: Greorce E. Burkert, M.D., 138% Main 
Street, Kingman; Secretary-treasurer: Haroitp L. Low, 
M.D., 3910 East English, Wichita; Executive Secretary: 
Mr. Gene Witcox, 406 State Bank Building, Winfield 


Kentucky. President: Kerra P. Smrrnu, M.D., 109 Center, 
Corbin; Secretary-treasurer: D. G. Miter, Jr., M.D., 
Morgantown 


Louisiana. President: EtprepGe L. Carrout, M.D., Columbia; 
Secretary: Jason C. Sanvers, M.D., 106 E. Kingshighway, 
Shreveport; Treasurer: Epwin R. Guipry, M.D., 1343 
Annunciation St., New Orleans 


Maine. President: Crype I. Swett, M.D., 18 Sherman St., 
Island Falls; Secretary-treasurer: W.H. Boynton, M.D., 
Paradise Road, Bethel 


Maryland. President: Harotp Ptummer, M.D., P. O. Box 
95, Preston; Secretary-treasurer: NaTHAN E. NEEDLE, 
M.D., 4215 Park Heights Ave., Baltimore 


Massachusetts. President: James G. Simmons, M.D., 30 Myr- 
tle Ave., Fitchburg; Corresponding Secretary: R. 
ApeLtaipe Draper, M.D., 1107 Washington St., Dor- 
chester; Treasurer: Dante, M. Rocers, M.D., 2 Cherry 
Street, Wenham 


Michigan. President: Freperick E. Lucer, M.D., 303 North 
Jefferson Ave., Saginaw; Secretary-treasurer: Russew F. 
Fenton, M.D., 15125 Grand River Ave., Detroit 27 

(Continued on page 13) 
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ANEMIA 


for a fresh response 
a 
vigorous improvement 
Vitamin B,. PLUS Activator 


Effective potencies of all hemopoietic factors 
are supplied for comprehensive antianemia 
therapy. The desiccated duodenum is a 
source of intrinsic factor to enhance the 
utilization of the oral B,2. Armatinic Acti- 
vated also supplies folic acid, another 


demonstrated B,2 potentiator. Patients with 


macrocytic and microcytic anemia, except / 


pernicious anemia in relapse or pernicious Each Armatinic Activated Capsulette contains: 


anemia with associated neurological symp- Ferrous Sulfate, Exsiccated.. 200 mg. 

toms, will be effectively maintained with Folic Acid.......eeeeeeee+ 1 mg. 
Ascorbic Acid (Vitamin C).. 50 mg. 
Armatinic Activated. The proved therapeutic (NF) 
= Desiccated Duodenum... 350 mg. 
*The Armour Laboratories Brand of Crys- 


. . talline Bi2. **The liver is partially digested 
are readily obtained and assure a prompt 


hemoglobin response. Supplied in bottles of 100 and 1000. 


effects of ferrous sulfate and ascorbic acid 


Development of Hematological 


e 
Intrinsic Factor a IC 
The Armour Laboratories has pioneered , 
in the development of potentiating and - Capsulettes 
activating hematological agents such as 


the desiccated duodenum used in Arma- Ee activated. : 


tinic Activated. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + CHICAGO 11, ILLINOIS 


PHYSIOLOGIC THERAPEUTICS THROUGH RESEARCH 
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Minnesota. President: Cuartes C. Cooper, M.D., 322 Hamm 
Bldg., St. Paul; Secretary-treasurer: ROBERT RICHARDSON, 
M.D., 2395 University Avenue, St. Paul; Executive Secre- 
tary: James A. Brake, M.D., 15-9th Avenue, South, 
Hopkins 


Mississippi. President: Gus A. Rusu, Jr., M.D., 2208 11th 
Street, Meridian; Secretary-treasurer: WitttiaM E. 
TerHOS, M.D., Box 1435, Jackson 


Missouri. President: W. KenNetH Giover, M.D., South Side 
of Square, Mt. Vernon; Secretary-treasurer: P. V. 
Stecet, M.D., Bothwell, Memorial Hospital, Sedalia 


Montana. President: J. A. Muetier, M.D., 407 Montana 
Building, Lewistown; Secretary-treasurer: Ropert H. 
Leeps, M.D., Chinook 


Nebraska. President: Joun A. Brown, M.D., 412 Lincoln 
Liberty Life Bldg., Lincoln; Secretary-treasurer: W. E. 
Huncerrorb, M.D., 1904 Spencer Street, Omaha 


Nevada. President: H. E. Betnap, M.D., 1129 D St., Sparks; 
Secretary-treasurer: C. Davin Lamairp, M.D., 201-15th 
Street, Sparks 


New Hampshire. President: Atrrep D. Minacuix, M.D., 
Northwood Narrows; Secretary-treasurer: Wituiam F. 
Putnam, M.D., Lyme 


New Jersey. President: Epwin Rosner, M.D., 814 Haddon 
Avenue, Collingswood; Secretary-treasurer: ARTHUR P. 
TrEwHELLA, M.D., 376 Fairmount Ave., Jersey City 


New Mexico. President: Eart Martone, M.D., 302 West 
Tilden, Roswell; Secretary-treasurer: W. D. SEpGwick, 
M.D., 122 West Hadley, Las Cruces 


New York. President: Froyp C. Bratr, M.D., 833 South 
Avenue, Rochester 20; Secretary-treasurer: RayMonp S. 
McKeegsy, M.D., 84 Main Street, Binghamton 


North Carolina. President: Amos N. Jounson, M.D., Garland; 
Secretary-treasurer: JoHn R. Benper, M.D., Nissen 
Building, Winston-Salem 


North Dakota. Acting Secretary: Ira D. Ctark, M.D., 
Casselton 


Ohio. President: Tuomas E. Rarpin, M.D., 2112 Arlington 
Avenue, Columbus 12; Secretary-treasurer: Eart D. 
McCatuster, M.D., 1113 Bryden Road, Columbus 5 


Oklahoma. President: Auten G. Gisss, M.D., 521 N. W. 
llth, Oklahoma City; Secretary-treasurer: Warren B. 
Pootr, M.D., 2025 N. W. 12th St., Oklahoma City 


Oregon. President: Verne L. Apams, M.D., 819 Medical 
Center Bldg., Eugene; Secretary-treasurer: Rosert C. 
Knott, M.D., 832 Medical Center Bldg., Eugene 
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Pennsylvania. President: ANraony T. Mexski, M.D., 911 
East Avenue, Erie; Secretary-treasurer: Horace W. 
Esusacu, M.D., 203 4Ferne Blvd., Drexel Hill 


Rhode Island. President: Perer C. H. Erinakes, M.D., 
1425 Main, West Warwick; Secretary-Treasurer: Ricu- 
aRD J. Kraemer, M.D., 2907 Post Road, Greenwood 


South Carolina. President: Wiuuiam H. Speisseccer, M.D., 
100 Rutledge Ave., Charleston; Secretary-treasurer: 
Horace M. Wuirwortu, M.D., 301 E. Coffee St., 
Greenville 


South Dakota. President: AkTHUR P. Repinc, M.D., Marion; 
Secretary-treasurer: JouNn A. Kitretson, M.D., 204 Boyce- 
Greeley Bldg., Sioux Falls 


Tennessee. President: C. B. Roperts, M.D., Box 87 Sparta; 
Secretary-treasurer: D. J. Jouns, M.D., 313 Bennie- 
Dillon Bidg., Nashville 


Texas. President: Cuester U. Catan, M.D., Box 488, Rotan; 
Secretary-treasurer: Woopson W. Harris, M.D., 1410 
Nickerson Street, Austin 


Utah. President: Eart F. Wicut, M.D., 607 Judge Building, 
Salt Lake City; Secretary-treasurer: J. Poutson Hunter, 
M.D., 2125 Oneida St., Salt Lake City 


Vermont. President: Harry M. Rowe, M.D., 65 Main Street, 
Wells River; Secretary: Currorp B. Harwoop, M.D., 
Manchester Center; Treasurer: Donatp L. Basuaw, M.D., 
31 S. Main St., Wallingford 


Virginia. President: Eowarp E. Happockx, M.D., 1133 W. 
Franklin, Richmond; Secretary: W. Linwoop Batt, M.D., 
714 North Boulevard, Richmond 20: Treasurer: CuirrorD 
R. Trrus, M.D., P.O. Box #376, Bedford; Executive 
Secretary: (Mrs.) Heten M. Setter, 1105 West Franklin, 
Richmond 20 


Washington. President: Joun E. Gaurincer, M.D., Medical 
Arts Building, Wenatchee; Secretary-Treasurer: ROBERT 
McC. O’Brien, M.D., Medical Center Building, Spokane 


West Virginia. President: Cart B. Haut, M.D., 1601 W. 
Washington, Charleston; Secretary-treasurer: HAtvARD 
Wancer, M.D., Box 175, Shepherdstown 


Wisconsin. President: Jerome WALTER Fons, M.D., Southgate, 
3333 S. 27, Milwaukee; Secretary-treasurer: Rosert F. 
Purte.t, M.D., 758 North 27th St., Milwaukee 8 


Wyoming. President: Ext Cuester Ripceway, M.D., Cody 
Clinic, 1301 Rumsey Ave., Cody; Secretary-treasurer: 
Wutarp H. Pennoyer, M.D., 314 Hynds Building, 
Cheyenne 


Hawaii. President: A. Lestm Vasconcettos, M.D., 1286 
Queen Emma St., Honolulu; Secretary: ALvin V. Masoska, 
M.D., Young Hotel Building, Honolulu; Treasurer: 
Martin H. Licuter, M.D., Young Hotel Building, 
Honolulu 
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“Doctor, may I have just 


a minute of your time to discuss . « « 


54 THE NATIONAL DRUG COMPANY Philadelphia 44, Pa. 


More Than Half A Century Of Service To The Medical Profession 
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FOR THERAPY OF VAGINITIS 


IMPROVED 


® 
ALLANTOMIDE VAGINAL CREAM WITH 9-AMINOACRIDINE 


Encompasses a Wide Range of Specific And Mixed Infections 


Because it possesses both bactericidal and fungicidal action 
AVC is particularly valuable in the treatment of vaginitis 
due to mixed infections (including certain fungi. 
Gram-positive cocci, Gram-positive and Gram-negative 


bacilli, anaerobic organisms),' probably as a result of 


““,..an apparent synergistic action existing 


between sulfonamides and 9-aminoacridine . . .”” 


AVC is considered specific therapy against T.V.V., 

and is exceptionally effective in moniliasis. eae 

9-Aminoacridine 

AVC is non-staining, deodorizing, easy-to-use. hydrochloride . . . . 0.2% 

Sulfanilamide . . . . . 15.0% 

Supplied in 4-0z. tubes, with or without plastic applicator. Allantoin. 2.0% 
with lactose in a water-miscible 

1. Hensel, H.A.: Postgrad. Med., 8:293, 1950. base, buffered with lactic acid 

2. Spotts, $.D.: Am. J. Surg., 74:183, 1947. to pH 4.5 
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Around the conference table... ULCER INCIDENCE IS HIGH 


Among agents for treating the peptic ulcer pa- 
tient, AMPHOJEL has earned high priority. 
AMPHOJEL is unique in that it combines two 
distinct aluminum hydroxide gels. One is ex- 
tremely reactive, and acts quickly to decrease 
gastric acidity. The demulcent component, rela- 
tively nonreactive, combines with gastric mucin 
to form a viscous, protective coagulum. The com- 
bination in AMPHOJEL thus affords two-way pro- 
tection—it relieves pain and promotes healing. 


AMPHOJEL* 


Aluminum Hydroxide Gel, Alumina Gel 


Wyeth 


® 
Philadelphia 2, Pa. 


Wyeth offers a complete 

peptic ulcer service 

to physicians. 

FILMS LITERATURE MEDICATION 
AMPHOJEL 

AMPHOJEL without flavor 
AMPHOJEL Tablets 
PHOSPHALJEL® 

(Aluminum Phosphate Gel) — 

for marginal ulcer 
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Chis Month’s Authors 


Clement E. Brooke, M.D., 


has been working with the army since 1950 in a civilian capacity, doing research and tech- 
nical work on a classified project in Frederick, Maryland. Prior to receiving his medical degree 
from the University of Chicago School of Medicine, Chicago, Illinois, Dr. Brooke was a teacher 
of physiology at this university and at Roosevelt College, Chicago. He took training in pedi- 
atrics at the Strong Memorial Hospital, University of Rochester School of Medicine and Den- 
tistry, New York. 


Aims C. McGuinness, M.D., 


dean of the Graduate School of Medicine, University of Pennsylvania for the past two years, 
has been a member of the faculty of this university for the past nineteen years. During World 
War II, he was a consultant on epidemic diseases to the Secretary of War and assistant ad- 
ministrator of the Army Epidemiological Board. A graduate of Columbia University College 
of Physicians and Surgeons, New York, Dr. McGuinness has been on the staff of Children’s 
Hospital, Philadelphia, for the past twenty years. 


John P. Merrill, M.D., 


associate in medicine at Harvard Medical School and at Peter Bent Brigham Hospital, Boston, 
is also an established investigator for the American Heart Association. He was graduated 
from Harvard in 1942. During World War II, he was a surgeon with the Army Air Force at 
Hickam Field, Hawaii. Among other medical societies, Dr. Merrill is a member of the Ameri- 
can College of Physicians, the American Federation of Clinical Research (Boston chapter), 
and the American Society for Clinical Investigation. 


Charles E. Rath, M.D., 


is assistant professor of medicine at Georgetown University School of Medicine and director 
of the Blood Bank and Hematology Laboratories at Georgetown University Hospital, Wash- 
ington, D. C. Dr. Rath was formerly an intern, research fellow, and senior assistant resident 
in medicine at Peter Bent Brigham Hospital, Boston, Massachusetts. He received his medical 
degree in 1943 from the Western Reserve School of Medicine, Cleveland, Ohio. Dr. Rath is 
the author of the article appearing in this month’s “Practical Therapeutics” section. 
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antispasmodic action 
_ virtually without atropinism. 


through the selective spasmolysis 
of homatropine methyibromide 

(one-thirtieth as toxic as atropine)... 

plus the sedation of phenobarbital. 


Each yellow tablet of MESOPIN-PB" 
or teaspoonful of yellow elixir 
‘contains 2.5 mg. homatropine m 
bromide and 15 mg. phenobarbital. 
Also available as 
_MESOPIN Plain (without phenobarbital) 
in white tablets, green elixir, and powder. 


for the squeeze”’ wm 


RETON-M 


tablets, 


Maximum absorption and utilization 


of methyltestosterone is more certain when 


ORETON-M Buccal Tablets are prescribed. 


ORETON-M Buccal Tablets contain the 
hormone predissolved in POLYHYDROL® base, 
a solid solvent that is itself soluble in saliva 
An active transfer agent, POLYHYDROL 
facilitates absorption of steroids from tablets 
into mucosal capillaries. Most convenient 
intraoral type tablet available, ORETON-M® 
(Methyltestosterone U.S.P.) Buccal Tablets 
permit patients to talk, smoke, and 


swallow without loss of active material. 


CORPORATION * BLOOMFIELD, N. J. 


IN CANADA: SCHERING CORPORATION, LTD., MONTREAL 


ad 
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is his shipmate 


Dew: a taste of fresh air and exercise, and his keyed-up appetite 
spells doom for his diet. Unless, of course, you prescribe DESOXYN 
Hydrochloride to stimulate motor activity and depress appetite. 
Smaller dosages of DEsOxyN produce the desired central effect with 
quicker action because DESOXYN is more potent than other 
sympathomimetic amines. With DEsoxyN you also achieve a longer 
effect with minimal side effects. One 2.5-mg. or 5-mg. tablet before 
breakfast and another before lunch usually suffice. Prescribe 
DeEsoxyN in obesity, in depressive states associated with the 
menopause, prolonged illness or convalescence—in 


all conditions where a central stimulant is desired. Abbott 


prescribe 


Hydrochloride 


(Methamphetamine Hydrochloride, Abbott) 
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Yours Cruly. . . 


Honest Difference of Opinion 


Dear Sir: 

I take a few minutes to take issue with your editorial, 
Test Your Integrity,” in GP for March, 1953. 

I think it is pure bosh to overlook the powerful prophy- 
laxis which antibiotics offer against bacterial infections, and 
it is purely unscientific to overlook the very real viral-bac- 
terial synergysms which exist in the so-called “flu syn- 
drome.” 

I am one of the many physicians who does prescribe anti- 
biotics in the “flu syndrome”—yet I rate my integrity as 
good. To allow the patient merely “rest and medication to 
relieve the discomfort” is to perform a genuine disservice 
should e.g. a hemophilus pneumonia ensue. 

Please review the epidemiology of the 1918-1919 pan- 
demic to discover what killed the millions of people. Not 
the influenza virus! 

Davip Ler, M.D. 
Rivera Medical Center 
Rivera, California 


Nothing is better for progress than an honest difference of 
opinion.—Ep1tTor 


An Echo 


Dear Sir: 

Here is an echo to the letter of James F. Hohl, M.D., in 
**Yours Truly,” April, 1953. I, too, have just completed an 
army tour, and had exactly the same experience as Dr. Hohl. 

So far as clinical medicine is concerned, the general prac- 
titioner sees little or none, unless he must substitute for a 
specialist. When his “replacement” arrives he is promptly 
booted back into the field Dr. Hohl so aptly termed ‘‘mili- 
tary medicine,” i.e., sick call, and so forth. 

I served in Korea almost a year and never spent a single 
day assigned to any hospital, but was promptly placed at 
battalion aid station level, while the specialists (some with 
one year in surgery) enjoyed the hospital assignments. My 
general practice residency provided me with more training 
than many of the fledgling specialists who got the “gravy 
assignments.” 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Regardless of the assurance of the Surgeon General, it is 
the universal policy everywhere I have been. If attention is 
paid the questionnaires sent returning medical officers, both 
by the Department of Army and the Council for Emergency 
Medical Service of the A.M.A., our statements will be borne 
out. Let’s not kid ourselves, G.P.’s, we still catch it in the 
Army! 

J. R. Sawyers, M.D. 
Edna, Texas 


Our Guests Applaud 


Dear Sir: 
It certainly was a wonderful meeting and you are to be 
congratulated. 
Hansen, M.D. 
Galveston, Texas 


Dear Sir: 

May I thank you for the many courtesies extended to me 
when I was in St. Louis. I was especially pleased with the 
attentiveness of the audience. Your organization is to be 
complimented on its fine membership. I appreciated very 
much the opportunity to appear on the program. 

J. Hewrrr Jupp, M.D. 
Omaha, Nebraska 


Dear Sir: 
I had a delightful experience in St. Louis at the meeting 
of the American Academy of General Practice. In fact, the 
whole atmosphere of the Assembly was a delight. 
Artuur M. Master, M.D. 
New York, N. Y. 


Dear Sir: 

May we thank you for your co-operation in assisting us 
with the necessary details in erecting our exhibit. We be- 
lieve our participation in the Assembly was a most pro- 
ductive one. 


Mrs. HANNAH JEWETT 
National Society for Crippled Children 
and Adults, Inc., Chicago, Illinois 
(Continued on page 23) 
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Dear Sir: 

Just a note to express my appreciation of the opportunity 
to exhibit at the recently concluded meeting of the Acad- 
emy. I was particularly impressed by the good management 
and the excellence of the arrangements. I have no doubt the 
organization will grow by leaps and bounds; if continued on 
its present high plane. 

Rosert P. Grover, M.D. 
Philadelphia, Pennsylvania 


Dear Sir: 

I was very much impressed with the size and interest 
of the audience, and was also extremely interested in your 
scientific exhibits. 

Howarp B. Spracur, M.D. 
Brookline, Massachusetts 


Dear Sir: 

You are to be congratulated on the smoothness and exact- 
ness with which the Assembly program was carried out. 
The decorum, attentiveness, and interest of the attending 
physicians far surpassed any group of physicians I have 
seen assembled anywhere. I personally feel that the Ameri- 
can Academy of General Practice is one of the most timely 
organizations in America and will do more than anything 
else to safeguard the practice of medicine as we now enjoy 
it in America. 

Thank you for the hospitality shown me on the visit to 
the St. Louis Assembly. Dr. Charles Jost and his committee 
did a swell job in making this lecture a pleasant one for me. 

Meyer Narpg, M.D. 
Philadelphia, Pennsylvania 


The sweetest of all sounds is praise. Thanks—PuBLIsHER 


No Ghosts in These Gowns 
Dear Sir: 

Dr. Paul Hawley, director of A.C.S. declared that the 
public best can protect itself by going to medical men who 
are approved by accrediting organizations. Truer words 
were never spoken. The American Academy of General 
Practice is unique in that no member shall be re-elected to 
membership who has not, during the period of the preced- 
ing three years, completed a minimum of 150 hours in post- 
graduate study of a nature acceptable to the Board of Di- 
rectors. 

Relative to ghost surgery, it takes two to produce the 
phantom. The American College of Surgeons and the A.A.G. 
P. as well must both keep the skirts of their gowns clean. 

That is why I recently presented “Surgical Assistants 
Versus Fee-Splitting” in The Bulletin (published by the 
Wayne County and Michigan Academy of General Practice) 
having been apprised some time ago that Dr. Hawley’s 
comments were coming forth in print. In part: 

“The Michigan Academy as a whole, I believe, would be 
opposed unalterably to fee splitting as popularly interpreted 
in the best interest of the patient and the practice of ethical 
medicine. 

**I believe that the attending doctor who makes the diag- 
nosis, admits the case and calls in a consultant and/or serves 


(Continued on page 25) 
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CHOLIMETH 


Trademark 


speeds 
phospholipid 
formation 


palatable, high-potency 
liquid valuable in the 
management of cirrhosis, 
fatty liver of diabetes, 
and atherosclerosis 
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SO 
Citrate 460 mg. 
di-Methionine . . . .84 mg. : 
(crystalline) .5 meg. 
Products Born of Continvous Ressorch 


2 to relieve 


symptoms 


hydrochloride 
(tripelennamine hydrochloride Ciba) 


Once atop Pike’s Peak, your hay fever patient can enjoy freedom from pollens. 
But for patients who must remain in a high-pollen environment, you can insti- 
tute this effective therapy: one or two Pyribenzamine tablets, 3 or 4 times daily. 


Alone and as an adjunct to desensitization, Pyribenzamine has proved effective 
in relieving hay fever symptoms, as evidenced by thousands of published case 
reports. On the basis of this evidence, no other antihistamine combines greater 
clinical benefit with greater freedom from side effects. 


For your prescription needs, Pyribenzamine 50 mg. tablets are available in 
bottles of 100 and 1000 at all pharmacies. 


Giba Ciba Pharmaceutical Products, Inc., Summit, N. J. 


2/1920m 
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(Continued from page 23) 
as second assistant at the operation and possibly follows up 
with post-operative care is entitled to an adjudication fee 
for service rendered as family doctor or in the case of Blue 
Shield or other insurances should be paid an honorarium 
in some proportion of the surgical fee. 

"For the prime objective of the medical profession is to 
render service to humanity. If the surgeon is interested in 
the welfare of humanity and not for a price, he will not 
render an exorbitant fee for services rendered but rather as 
a matter of collaboration respect the referring and attending 
doctor to the extent of rendering only a fair and equitable 
bill for a medium or nominal charge. 

“Both doctors would collaborate and render separate bills 
provided, of course, that the referring doctor has done more 
than just refer the case. 

“*As a result the patient would be informed that the opera- 
tive procedure was costing him not much if any more than 
the surgeon alone would normally have charged and certainly 
less than some excessive fee men would have quoted for like 
services. 

**Thereby the patient feels he has had collaboration from 
two heads at very little added cost to himself. Remember 
reward for services rendered in terms of financial gain is 
subordinate consideration in the eyes of good medicine.” 

Surgical assistants fee would be an answer to fee splitting. 
I would like to elaborate that my association with surgeons 
whom I have elected for cases has proved them to be of the 
strictest ethical caliber. 

I believe my presence in the O.R. does not taint my rep- 
utation but many times is a compliance to the request by the 


patient. Who is going to take care of the case six months 
later? 

Should the gown be embroidered “Strictly Ethical Sur- 
gery” or “No Ghosts in These Gowns” ? 

I value my integrity and care only for the sterility of the 
O.R., the ability of the surgeon, and the success of the op- 
eration which was necessary. 

A fellowship in Hippocratic Principles is much to be de- 
sired. 

E. Crarxson Lone, M.D. 
Detroit, Michigan 


Just Generous 


Dear Sir: 

My third issue of the April GP arrived this morning. Two 
March issues and three April issues; I’ll be looking forward 
next month to my five issues of your fine journal. 

Thank you for this kind attention but one copy of each 
will really be enough for me. Even with four eyes I could 
only read two at a time. 

Suerrer Crark, M.D. 
Kenova, West Virginia 


A doctor may purchase GP without being a member of the 
Academy, but when he becomes a member, a subscription is 
automatically included in his dues. The duplication of copies 
comes about in the process of cancelling the nonmember sub- 
scription and enrolling the doctor as a member. As for the third 
April issue, we’re just generous. —PUBLISHER 

(Continued on page 141) 


Zymenol 


EMULSION 
with Brewers Yeast 


TABLETS and GRANULES 


containing debitt red brewer's 
dried yeast fortified with Vitamin 
B-1 


| 


+ 


Safe, Easy Laxation 


for Your Patients... from 


Non-habit forming 

@ Vitamin-B Complex from— 
healthful brewers yeast 

@ Mild, gentle... yet effective 

@ No irritants or flushing agents 


CLIP AND MAIL THIS COUPON 


OTIS E. GLIDDEN & CO., INC. 


‘laxative 


EFFECTIVE 
BOWEL 
MANAGEMENT 


city 


PLEASE Zymenol EMULSION 

| WAUKESHA 20, WISCONSIN SEND ( Zymelose TABLETS 

; SAMPLES [] Zymelose GRANULES 

DR. 

1 ADDRESS 


GP June, 1953 


| 
Pediatrics to Geriatrics 
= 


for maintained gastric anacidity 


The Key to Successful 


Peptic Ulcer Therapy 


GASTRIC ANALYSIS. Superimposed gruel fractional 
test-meal curves of five patients with peptic ulcer. 
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Continuous and complete acid neutralization, without com- 
plicated apparatus and while the patient is ambulant, is the 
outstanding contribution Nulacin makes in peptic ulcer therapy. 

Nulacin represents a new concept in the treatment of ulcer. 
The Nulacin tablet, conveniently proportioned and of proper 
hardness, is placed between the cheek and gum and allowed to 
dissolve. Its antacid ingredients are slowly released and are 
carried to the stomach. Gastric hydrochloric acid is thus 
neutralized as it is elaborated, maintaining the pH at approx- 
imately 7.0. In this manner, healing is encouraged. 

Highly palatable and providing only 11 calories, each 
Nulacin tablet is prepared from milk combined with dextrins 
and maltose and incorporates: 


Magnesium trisilicate. 3.5 gr. 
Magnesium carbonate. 0.5 gr. 


In this combination and because of the unique method 
of administration employed, the efficacy of the antacids in 
Nulacin is considerably greater than that of a similar 
quantity taken in the conventional manner. 

For the treatment of active ulcer, the patient should be 
instructed to suck Nulacin tablets, two or three every 
hour, beginning one-half to one hour after each meal. 
The efficacy of the tablet is greatly reduced if it is 
chewed and swallowed. 

Nulacin is available in tubes of 25 tablets at all 
pharmacies. 


Horlicks Corporation 
DPharmacenuticad Diviiton 


RACINE, WISCONSIN 


1. Douthwaite, A.H., and Shaw, A.B.: The Control of 
Gastric Acidity, Brit. M.J. 2:180 (July 26) 1952. 


2. Douthwaite, A.H.: Medical Treatment of Peptic 
Ulcer, M. Press 227:195 (Feb. 27) 1952. 
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Editorials 


After the Assembly 


At THE 1953 Assembly of the Academy last March, 
there was a strong renewal of the impression that 
those Academy members who do not attend annual 
assemblies lose an opportunity they can never 
recapture. Certainly it strengthened the resolve of 
many members never to miss an annual assembly, 
and their reports to their stay-at-home colleagues 
are an excellent guarantee that the 1954 Assembly 
in Cleveland will be the biggest ever. 

The exhibits and lectures had the high value 
that has come to be expected of Academy programs. 
Again this year, the enthusiasm of the audience 
was obvious. They kept the lecture hall filled from 
the time of the welcoming addresses on Monday 
until the last speaker had finished on Thursday. 
Many of the guest speakers who had not previously 
attended an Academy meeting had to be reassured 
that this was the usual thing. One of Thursday’s 
lecturers was astounded that there should be a 
capacity audience on the last day of a scientific 
meeting. He wondered if this were a tribute to him 
or to the attractive stenotypist who graced the 
stage beside him, but the reception of his talk 
convinced him that his audience was there to learn. 

At the moment, it is hard to see how any assembly 
could be better than this year’s. Still, knowing the 
program committee, next year’s meeting will be the 
best ever. If you don’t believe us, we'll prove it to 
you when you come to Cleveland in 1954. 


Hawley’s Mistake 


Paut R. Hawtey, Executive Director of the Ameri- 
can College of Surgeons, is open for censure and 
reprimand. Although ably answered by Dr. R. B. 
Robins in this issue, Dr. Hawley in recent public 
statements, has made some grave errors, has done 
doctors great injustice, and has confused patients. 

Instead of advancing medical standards and 
progress, Dr. Hawley has handicapped those who 
are working to eliminate the conditions he deplores. 
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Dr. Hawley attacked unnecessary surgery, incom- 
petent surgery, and the acts of fee-splitting, rebat- 
ing, and ghost surgery. We, too, are against unnec- 
essary surgery, incompetent surgery, fee-splitting, 
rebating, and ghost surgery. Then where did Dr. 
Hawley make his mistakes? Let us look. 

Dr. Hawley said that there was too much unnec- 
essary surgery. Are there mercenary and sadistic 
men in the field of surgery who are operating for the 
dollar or for the gratification of their maladjusted 
subconscious drives? Unfortunately there are a few. 
Then what is wrong with Dr. Hawley’s attack on 
them? Just this. Exaggerated statements, wide- 
spread condemnation, setting of group against 
group—all these acts make dramatic copy for a 
flamboyant and sensational press, but this does not 
contribute one iota to restraining these men in their 
activities. Unfortunately, these men are usually 
suave, smooth, and convincing, and the best ap- 
proach to curtailing their activities is through al- 
ready established methods. If Dr. Hawley wishes 
to improve the quality and standard of the practice 
of surgery in this country, he should do so by en- 
couraging and stimulating the Joint Commission on 
Accreditation of Hospitals, the record committees, 
the credential committees, the surgical committees 
of the hospital staffs. These are the groups to whom 
Dr. Hawley should turn. 

Regarding “unnecessary surgery,” are there 
honest disagreements between well-trained and 
conscientious physicians on what constitutes un- 
necessary surgery? Of course there are! Dr. Jones 
averages sixty tonsillectomies a year. Dr. Smith, 
with a comparable practice, averages four. Smith 
tells Jones that he does fifty-four unnecessary 
tonsillectomies a year. Jones tells Smith he neglects 
to properly and adequately care for fifty-four of his 
patients each year. Dr. Smith contends that since 
the advent of penicillin and the other antibiotics, 
the indications for tonsillectomy have been short- 
ened tenfold. Dr. Jones retorts that Smith is just 
following the latest fad, and that within a few years 
tonsillectomy will be back in its proper place and 
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the doctors will be doing the same number that 
they always have. 

There are many other areas in which honest, 
conscientious doctors would disagree about indica- 
tions and needs for surgical operations. If Dr. 
Hawley wishes to attack this problem, he can do so 
by stimulating scientific study, reading, discussion, 
and exchange of ideas between doctors. Only by 
more knowledge and by increased dissemination of 
that knowledge, can we solve this problem. 

Are there doctors who do surgical procedures for 
which they are not trained or for which they are in- 
competent? Unfortunately, there are. Fortunately, 
the great majority of physicians have such a high 
degree of moral caliber and self-judgment that they 
stay well within their ability and their knowledge. 
But there is the physician who has sutured nerves 
to tendons in the wrist, and the physician who has a 
series of cut ureters. Unfortunately, there is this 
small group of men who do not have adequate moral 
caliber and judgment, and a few more that fit into 
the same category—those that know not and know 
not that they know not. 

Where is Dr. Hawley’s error in criticizing this 
group? It is just here. Saying what he said, where he 
said it, will not restrain one single one of these men. 
We, as physicians, have assumed the responsibility 
for curtailing the activity of these men and we have 
done a wonderful job through the establishing of 
surgical committees, credential committees, tissue 
committees, and record committees, and if Dr. 
Hawley wants to tighten the clamps on these men, 
as we all do, then again he should stimulate and en- 
courage those who are on these committees to ful- 
fill their obligations with greater thoroughness and 
carefulness. 

Then Dr. Hawley aimed his guns at fee-splitting, 
rebating, and ghost surgery. These are all evils be- 
cause they lead to unnecessary surgery, incompe- 
tent surgery, and excessive surgical fees. 

If we are all opposed to these, and we are, then 
where did Dr. Hawley make his mistake in attacking 
these evils? He implied that general practitioners 
are at the root of the evils. This, of course, is false 
and ridiculous. It takes two to split fees. It takes a 
surgeon to do ghost surgery. Before Dr. Hawley 
talked, a very co-operative spirit was developing 
among general practitioners, internists, pediatri- 
cians, and surgeons, and it appeared that this spirit 
would lead to abolition of as many of these evils 
as was possible. 

As a result of Dr. Hawley’s outspoken and un- 
justified criticism and implication of general practi- 


tioners and the nonsurgical specialties, he stimu- 
lated hostility toward surgeons and the American 
College of Surgeons. And now, instead of having 
hearty co-operation among these groups, we have 
expressed hostility, and it will be some time before 
the anger between the groups subsides and they 
will again go forward together. 

Dr. Hawley has made a grave error, he has 
exaggerated the inadequacies of the few, he has 
confused our patients and weakened their faith, he 
has failed to put the stimulus for improvement on 
the shoulders of those in the position to bring im- 
provement. Let us not compound the error by hos- 
tile criticism. Let us forgive the error as quickly as 
we can forget our resentment. Let’s admit that un- 
necessary surgery is done—not much. Let’s admit 
that incompetent surgery is done—very little. Let’s 
admit that there is still some rebating, fee-splitting 
and ghost surgery. Then let’s get together for the 
common good that will come from co-operation 
among all doctors in reducing these evils to their 
absolute minimum. 


Acute Renal Failure 


ALTHOUGH some aspects of the acute renal disease 
that John Merrill writes about in this month’s GP 
have been understood for a long time, other facts 
are not widely known, and still others remain to 
be discovered. Of greatest immediate importance 
to all physicians are Merrill’s ideas about preven- 
tion and early treatment and an understanding of 
the place of the artificial kidney in definitive therapy. 

Since many cases of acute renal failure result 
from severe shock, transfusion reactions, poison- 
ings, and the like, it follows that the incidence of 
the disease can be reduced in proportion to the 
energy we expend in preventing these underlying 
causes. This would be the most fruitful endeavor 
of any concerned with this renal lesion. 

Once the kidney has been damaged and urine 
flow has been suppressed, full attention must be 
addressed to stringent restriction of liquid intake, to 
cautious replacement of electrolytes, to provision of 
adequate calories, and to management of complica- 
tions as they arise. All too often, the problem of 
treatment is magnified because a well-meaning phy- 
sician has given a patient too much of the wrong 
kinds of solutions. Sometimes this happens because 
of the mistaken idea that the kidneys can be forced 
to start putting out urine if enough water enters the 
body through the veins. Edema—especially pul- 
monary edema—is the usual result, and the hazard 
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is increased if the intravenous solutions have been 
rich in electrolytes. 

With good, conservative treatment, most patients 
having acute renal failure recover without recourse 
to use of the artificial kidney. The chief advantage 
of this special piece of equipment is for correction 
of dangerous abnormalities of electrolyte distribu- 
tion—particularly a mounting blood potassium level. 
Another less known advantage is that, wherever an 
artificial kidney has been available, the physicians 
in charge of the machine have become so expert in 
treating acute renal failure that they seem to have 
less need for the machine than doctors who do not 
have access to one. 


Warning: Quiz Coming 


Just six months ago we gave warning, and a month 
later—in our January issue—we published the first 
GP quiz. Well, here we go again. Next month, about 
midway through our scientific pages, you'll en- 
counter the second GP quiz. 

The response of our readers to that quiz last 
January was everything we hoped for. There were 
many letters and countless personal expressions— 
all of them commendatory. Not only did readers tell 
us they liked the quiz, they went a step farther and 
swelled our vanity by letting us know just why they 
liked it. 

Student readers said it was an ideal examination. 
They didn’t have to pass it, but it stimulated them 
to re-read material they hadn’t completely ab- 
sorbed, and it was good practice for the kind of 
examinations that are gaining popularity in medical 
schools and in board examinations. One young in- 
ternist thought it was fine preparation even for the 
written part of the examinations of the American 
Board of Internal Medicine. 

Everybody we know about seemed to take the 
quiz seriously. We didn’t get many reports about 
grades, but one earnest Academy member wrote in 
to say that he had tried hard and was ashamed of 
his showing. Still he was undaunted and announced 
that he’s sure to do better next time because he has 
begun to read with the object of remembering. 

This then is our thanks to all of you who partici- 
pated in that quiz last January—and especially to 
those who let us hear from you about it. But don’t 
rest on your laurels. You have one month to catch 
up on your reading before you take your next 
examination—based on the first six issues of this 
year. Get ready. Test your memory. And don’t 
hesitate to let us know if you get 100. 


GP e June, 1953 


Anaphylactic Shock from Penicillin 


In THE first few months of this year, there were 
several reports of penicillin reactions of special 
violence, amounting to anaphylactic shock. Thus, 
Siegal, Steinhardt, and Gerber, writing in the 
Journal of Allergy for January, 1953, described 
three cases of anaphylactic shock from penicillin— 
one of them fatal. In the Journal of the American 
Medical Association for January 31, 1953, Mayer and 
co-workers reported six similar cases with one 
fatality. Northwest Medicine for March, 1953, con- 
tained an account by Chapman and Metheny of a 
patient’s nonfatal anaphylactic reaction to an intra- 
muscular injection of aqueous procaine penicillin. 
Finally, in the Journal of the American Medical 
Association for March 28, 1953, the Council on 
Pharmacy and Chemistry issued warning about 
what seemed to be a special prevalence of anaphy- 
lactic reactions to penethamate hydriodide (Neo- 
penil). It was reported there that during the pre- 
ceding six months fourteen severe reactions, includ- 
ing three that resulted in death, had followed the 
administration of this iodide salt of penicillin. 

From an analysis of these reports, several facts 
stand out. All of the reactions were observed in 
patients who had previously received penicillin 
(sensitizing doses). Some of the severe reactions 
were observed in patients who gave a history of 
lesser reactions when they had received penicillin 
on prior occasions. Asthmatics seemed especially 
vulnerable. In one instance, when penethamate 
hydriodide was used, there may have been in- 
advertent intravenous injection. 

Obviously, in any case in which penicillin is to 
be used, there is need for a careful history regarding 
the patient’s previous experience with penicillin. 
As recommended by Siegal and his associates, 
special care should be exercised when the drug 
must be used for asthmatic or atopic persons or 
for those who give a history of penicillin allergy. 
An intradermal or a scratch test might first be done 
and treatment reconsidered if there is a positive 
result. Also the first injection could be given intra- 
muscularly into the deltoid region so that a tourni- 
quet could later be applied above the site of injec- 
tion if necessary. Special care should be taken to 
avoid accidental intravenous injection, and epi- 
nephrine solution should be directly at hand. 

In conclusion, the reports of anaphylactic re- 
actions to penicillin re-emphasize that this, like 
many other useful therapeutic agents, is not in- 
nocuous—indeed has a lethal potentiality. This 
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fact simply renews the plea for discrimination in 
the use of penicillin in order to avoid hypersensiti- 
zation of patients through needless use of the drug. 


Manual of Hospital Accreditation 


Tue Joint Commission on Accreditation of Hospi- 
tals recently adopted a new section on general prac- 
tice departments to be included in its Manual on 
Hospital Accreditation. It reads as follows: 

‘A Department of General Practice shall be an 
organized segment of the medical staff comparable 
to that of other staff departments (see B-2-a, above) 
with the following limitations: 

**(1) The responsibilities of this Department shall 
be limited to administration and education. It shall 
not be a clinical service and no patients shall be 
admitted to the Department. If and when desirable, 
the Department may be made responsible for con- 
ducting the out-patient clinic in whole or in part. 

**(2) Since the Department of General Practice 
will not have a separate service, the members of the 
General Practice Department shall have privileges 
in the clinical services of the other departments in 
accord with their experience and training, on re- 
commendation of the Credentials Committee. In 
any service in which any general practitioner shall 
have privilege, he shall be subject to the rules of 
that service and subject to the jurisdiction of the 
chief of the clinical service involved.” 

This new section follows the principles outlined 
in our own Manual on General Practice Depart- 
ments in Hospitals. The Director of the Joint Com- 
mission was also instructed by the Board of Com- 
missioners to develop a statement interpreting the 
principles and procedures of this section. Some of 
the points to be covered in the interpretation are, 
(1) the Chief of the General Practice Department 
shall be a well qualified and experienced general 
practitioner, (2) the head of the General Practice 
Department shall be a member of the executive 
group of the medical staff, (3) the General Practice 
Department shall conduct its own meetings as it so 
desires, and (4) if a general practitioner is working 
in more than one department, a rotation plan may 
be necessary. 

Physicians and hospital authorities now have a 
clear cut statement from the Joint Commission on 
the organization and functions of a general practice 
department in the staff organization and on the pro- 
cedure for granting privileges. The responsibility 
for staff organization and the determination of 
privileges rests with the active staff of the hospital, 
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but there should be no question on accreditation if 
privileges are granted to general practitioners ac- 
cording to the principles outlined in the Academy’s 
Manual on General Practice in Hospitals. 


Prevention of Barbiturate Intoxication 


A popuLtaR method for suicide—barbiturate over- 
dosage—may now be preventable by a method 
described by Koppanyi and Bazekas in the Medical 
Annals of the District of Columbia for April, 1953. 
Essentially the method depends upon adding some- 
thing to the barbiturate capsule that will provide 
a margin of safety in case a large number of capsules 
are swallowed accidentally or with suicidal intent. 
The agent used for this purpose is pentylenete- 
trazol (Metrazol). 

It has been known for some time that pentyl- 
enetetrazol is valuable for its diffuse stimulating 
effect on the central nervous system in cases of 
barbiturate intoxication. The authors’ present 
study is a logical application of this property of the 
drug. 

On the basis of preliminary investigations of its 
toxic potentialities, they incorporated fixed amounts 
of the drug with barbiturates in the following pro- 
portions: 300 mg. pentylenetetrazol with 100 mg. 
pentobarbital sodium or 100 mg. secobarbital so- 
dium; 150 mg. pentylenetetrazol with 100 mg. 
phenobarbital sodium. 

In these proportions, there is not enough of the 
stimulating drug to interfere with the hypnotic ac- 
tion of the barbiturate when taken in usual thera- 
peutic doses (one or two capsules). However, when 
patients took as many as ten of the capsules—a 
dangerous dose of unadulterated barbiturate—the 
good influence of pentylenetetrazol was apparent. 
Instead of becoming comatose and anesthetized, 
they could be aroused easily—in fact, awakened 
spontaneously to void. Often these large doses 
caused vomiting. Incidentally, 3,000 mg. of penty- 
lenetetrazol by mouth ordinarily would produce 
convulsions—an effect that was entirely blocked be- 
cause of the influence of the barbiturate in the 
combination. 

When Fazekas and Koppanyi wrote about “Pre- 
vention and Treatment of Acute Barbiturate Intoxi- 
cation” in GP last October, they included a kind of 
promise, saying: “Finally, efforts are being directed 
to incorporate with the barbiturates, agents that 
will provide a margin of safety in case of overdosage 
of barbiturates.” It seems they have kept their 
promise. 
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For One Reader Only 


Most GP editorials are directed at many readers. 
This one is different. It is for one reader only. Of 
course it would be embarrassing to print his name, 
so a description will have to serve. Everybody else 
should stop reading after the next paragraph. 

He is a good, hard-working general practitioner. 
He belongs to the American Academy of General 
Practice. He lives in a quiet place and practices in a 
busy city. He reads GP faithfully and subscribes to 
several other medical journals. He is a supporting 
member of his church, of a parent-teacher associa- 
tion, and of the Book-of-the-Month Club. He has 
heard of Leonard E. Read, President of the Founda- 
tion for Economic Education, but he did not hear 
Mr. Read’s address at the Annual Banquet of the 
American Academy of General Practice in St. Louis 
last March. He is proud of his record in practice 
and recognizes the importance of self-improvement 
as a means for raising the quality of his work. He is 
proud to be a general practitioner and is careful 
never to say “just a general practitioner,” although 
he is a little irked by the fuss some of his colleagues 
make about the “just.” He is nagged by the worry 
that general practitioners will never enjoy the degree 
of prestige that they observe in some of their spe- 
cialist friends—not prestige with patients because 
they have that in full measure, but prestige in the 
medical profession. Belonging to the Academy has 
deadened this worry a little, but he is still nagged. 
(Apologies for the length of this paragraph to all 
those who do not need to read further.) 

It is too bad you didn’t hear Leonard E. Read’s 
address last March, because he had a lesson just for 
you. By comparison with his dramatic presentation 
of that lesson, this editorial is a weak instrument, 
but here is the essence of what he said. 

If you, as an individual, bring a good idea into 
being and express (and live) that idea clearly, two 
things are sure to happen. First, other people will 
recognize the worth of your idea—they will be con- 
vinced—and, second, they will adopt your idea and 
disseminate it as their own. 

It seemed important to bring this message to you, 
because you do have a good idea for improving your 
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prestige. You believe that this can be accomplished 
by any general practitioner who is willing regularly 
to devote part of his time and much of his energy to 
activity as a teacher in a medical school, a hospital, 
or both. You have proved the worth of this idea to 
your own satisfaction. 

It is only a question of a little time before other 
discerning general practitioners are convinced by 
your example. They will adopt your idea and by 
their examples it will be disseminated. You may 
never get proper credit in the future for your good 
work, and that is why it is proper that you should 
receive this acknowledgment—an editorial for one 
reader only. 

Life Gets Tedious 

Moke and more, the popular magazines are capital- 
izing on public appetite for articles dealing with 
the nonscientific aspects of medical practice. Late 
this winter there was quite an outbreak of such 
articles. One of them was in February Coronet—an 
abstract called “Are Specialists Ruining Medi- 
cine?” from Evelyn Barkins’ book, Are These Our 
Doctors ? 

The essence of that article was a plea for ac- 
ceptance by the public of the doctrine that every- 
body needs a “family” physician, and the general 
practitioner was named as the best man for the job. 
In order to make this point, Evelyn Barkins felt 
compelled to prove that “Specialist Medicine” is 
what she called a “sociological flop.” She cited the 
case of a woman who, having no family physician, 
chose specialists for diagnosis of her complaints. 
She was examined by oculist, gastroenterologist, 
and psychiatrist in succession. None of them seemed 
to solve her problem, and finally she was seen by a 
“general physician” whose immediate tentative 
diagnosis of brain tumor “was confirmed by sub- 
sequent neurological tests.” 

Maybe the author thought this story was a neces- 
sary part of her argument. Nevertheless we can’t 
help feeling that she could have presented her case 
for the general practitioner without deriding spe- 
cialists. This trick of glorifying one type of medical 
practice at the expense of another is becoming 
tedious and irksome to all physicians concerned. 
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BY SIR ZACHARY COPE, M.D. 
London, England 


Durinec the past fifty years ancillary methods of 
diagnosis have multiplied and become increasingly 
important to such an extent that, with regard to 
some parts of the body, as for example the lungs, 
clinical methods have been compelled to take a much 
diminished role in diagnosis. With chronic abdom- 
inal disease, one is often dependent upon these 
ancillary diagnostic aids to give anything approach- 
ing a correct diagnosis. In the case of acute abdo- 
minal disease, however, the wonderful techniques 
of bacteriologic and biochemical research, and the 
refinements of radiology play a subordinate part to 
the careful clinical examination of the patient by the 
skilled medical practitioner. It is fortunate that this 
is so, for many patients experience their earliest 
acute symptoms in the middle of the night, when it 
is not so easy to obtain prompt laboratory assistance. 
There is therefore all the greater need for the gen- 
eral practitioner, who is nearly always called to see 
the patient in the first instance, to possess a sound 
knowledge of the principles of diagnosis in this type 
of case. 


Analysis of Symptoms 


The diagnosis of acute abdominal disease may be 
greatly helped by the study of printed treatises on 
the subject, but this should always be supplemented 
by the taking of careful notes of every case of the 
kind seen in practice. Then, after operation has 
been performed, or spontaneous recovery has taken 
place, the observer should go through his notes and 
compare the initial with the final diagnosis. Thus, 
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Abdominal Disease 


and thus only, will he become proficient in the early 
recognition of acute abdominal disease. 

Crises within the abdomen arise from several very 
different causes which can be grouped under the 
following headings: visceral perforations, acute in- 
flammations, severe colics, obstruction or strangu- 
lation of bowel, vascular lesions such as mesenteric 
thrombosis or ruptured aneurysm, and internal 
hemorrhage either into the peritoneal cavity (e.g. 
ruptured tubal gestation), or into the cavity of a 
viscus, as in the case of erosion of an artery in the 
floor of a gastric ulcer. 

All of these critical conditions give rise to one or 
more of five main symptoms: pain, collapse, vomiting, 
muscular rigidity, and abdominal distention. No se- 
rious crisis occurs without at least one of these 
symptoms, and usually two or three of them occur 
together. However, the order of occurrence and the 
severity vary according to the nature of the lesion. 
In addition there are various other symptoms— 
fever, diarrhea, constipation, hyperalgesia—the ab- 
sence or presence of which greatly help the diagnosis. 

The five main symptoms occur in various combi- 
nations. The acute inflammations usually begin with 
central abdominal pain, followed by slight vomiting 
and later muscular rigidity, while the visceral per- 
forations usually cause immediate temporary col- 
lapse followed by an interval of improvement (the 
deceptive latent period) but accompanied by gen- 
eral rigidity of the abdominal wall which persists 
throughout the short period of improvement. Ob- 
struction of the small bowel causes severe colicky 
pain which is soon followed by increasingly severe 
bouts of vomiting; while obstruction of the large 
bowel gives rise to less severe pain, little or no vom- 
iting, but increasing and severe distention. With 


For good results in diagnosis of acute abdominal disease, 
a physician needs to bring to every case all his powers of 
observation and deduction. But before he can deduce any- 
thing with a recsonable chance of success, he must make 
the most careful examination, never omitting to note the 
condition of the chest, to test the knee jerks, to examine 
the urine, and to make a rectal examination. The general 
practitioner, by early and correct diagnosis, may save as 
many lives as the operating surgeon. 


severe hemorrhage from a ruptured tubal gestation 
there is initial collapse, pallor, and a weak pulse, but 
in this condition there is less pain. 

In a short article it is impossible to describe in 
full the various clinical pictures presented by the 
many critical conditions, but some help in diagnosis 
may be given by considering the chief groups of 
symptoms which are commonly encountered, by 
pointing out the different conditions which may 
give rise to that particular group of symptoms, and 
indicating how to distinguish between them. 


Abdominal Pain 


Sometimes the only symptom complained of is 
abdominal pain. There have been many books written 
about abdominal pain, and every practitioner would 
profit by reading the writings of James Mackenzie, 
Thomas Lewis, John Morley, Henry Cohen, and 
Victor Kinsella, but, unfortunately, he will find that 
there is not general agreement about the mechanism 
and significance of the various manifestations of ab- 
dominal pain, and he will be left in doubt on some 
important points. We shall accordingly confine our- 
selves to clinical facts without attempting to explain 
them. 

All abdominal pain is abnormal, for the viscera in 
perfect health carry on their functions without 
causing any unpleasant sensation, but when they are 
deranged they may cause pain of various types. 
Griping or colicky pain accompanies the excessive 
contractions of the involuntary muscular tubes of 
the intestine, the bile ducts, the ureter, or the 
uterus. Aching or throbbing sensations arise from a 
deep focus of inflammation, while sharp stabbing 
pain may result from irritation of the parietal peri- 
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toneum. In addition to such spontaneous pains it is 
possible to induce pain by pressure (tenderness) or 
to elicit it by gentle touch (hyperalgesia or hyper- 
esthesia), and sometimes pain may be felt at a dis- 
tance from the source of disease (referred pain). 

Diagnosis would be so much simpler if pain and 
tenderness were always felt immediately over the 
site of disease, but such is not always the case. For 
example, the initial pain of appendicitis is usually 
felt in the epigastric or umbilical region, while ob- 
structive pain arising from the transverse colon is 
felt in the hypogastrium (Figure 1). 

When visceral and parietal pain occur together, 
it is the parietal pain which is most noticed by the 
patient, and by this means the localization of the 
lesion is often facilitated. The priority of parietal 
over visceral pain was pointed out by the writer 
more than twenty years ago as a great help in dis- 
covering the exact site of the diseased focus. 

Abdominal pain is the only symptom in the earli- 
est stage of quite a number of serious conditions. 
If the pain is felt only on one side and if it radiates 
down to the corresponding groin or testicle, one 
must suspect renal colic and watch for blood in the 
urine. Later there may be frequency of urination. 
If the pain is felt all round the epigastric zone but 
seems greatest in the right hypochondrium and goes 
through to the right subscapular region, suspect 
biliary colic. If the patient is a woman who has pain 
in the hypogastrium and also in the lumbosacral 
region, make a careful examination of the pelvis for 
any uterine disorder. 


Central Abdominal Pain 


Suppose you are called to see a patient who com- 
plains of severe central abdominal pain without any 
other symptom. What conditions must you bear in 
mind ? Severe epigastric or central pain without any 
other abdominal symptom may be due to simple 
intestinal colic, to the earliest stage of acute appen- 
dicitis, to the initial stage of obstruction of the small 
bowel, to acute pancreatitis, or even the onset of 
mesenteric thrombosis. Nor must the practitioner 
forget that tabes dorsalis, herpes zoster, and coro- 
nary thrombosis may be accompanied by epigastric 
pain of great severity. Especially must it be remem- 
bered that the initial pain of acute appendicitis may 
be epigastric and for a few hours may be unaccom- 
panied by any rigidity or tenderness in any part 
of the abdomen (Figure 2). 

The golden rule in these cases is to examine the 
patient again within two or three hours, for in nearly 


every serious case there will then be some other 
symptom, such as vomiting, fever, or tenderness 
indicating the affected region. 

In the case of appendicitis after a few hours there 
will be nausea or vomiting, followed by right iliac 
tenderness and slight fever. With a pelvic appendix, 
however, the right iliac pain may be longer in ap- 
pearing, but a rectal examination will reveal local - 
tenderness. 

Simple gastric or intestinal colic, due to some 
indigestible article of diet, or to incipient bacterial 
infection, is usually relieved by pressure, accom- 
panied by audible gurgling, and made evident by 
the shifting of the pain to the lower abdomen as the 
irritating factor reaches the large bowel. If the pain 
persists without any of these tell-tale consequences, 
suspect something more serious, for it is very com- 
mon for patients with any kind of abdominal pain 
to attribute it to some recently-ingested article of 
diet. 

Tabes dorsalis may be excluded by testing the 
knee-jerks and noting whether the pupils react nor- 
mally to light and accommodation. With herpes 
there will soon appear the characteristic rash, some- 
times preceded by a zone of hyperalgesia, and with 
this condition there will be no nausea nor vomiting. 


Pain Plus Shock 


When the severe pain is accompanied by collapse, 
pallor, subnormal temperature, and lowered blood 
pressure, yet without abdominal rigidity, such col- 
lapse is more likely to be due to acute pancreatitis, 
mesenteric thrombosis, or dissecting aneurysm. 

Acute pancreatitis starts with severe epigastric pain 
and collapse but pain is also felt deep in each loin. 
There may be some retching and at a later stage 
some epigastric rigidity. As the attack advances, 
irritative inflammatory fluid finds its way into the 
lower abdomen, particularly on the right side, so 
that the condition may be misdiagnosed as appendi- 
citis. A history of previous attacks of biliary colic 
may put one on the right track, but one may be in 
doubt until a later stage when the serum amylase 
may be found greatly increased, or Grey Turner’s 
sign is evident (discoloration in the loins). 

Dissecting aneurysm starts with thoracic pain 
which sometimes radiates down the left arm, and 
the pain in the abdomen follows a little later and 
may lead to obliteration of one or both femoral 
pulses. 

The early stage of mesenteric thrombosis may be 
very difficult to diagnose, but a previous history of 
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intermittent claudication or other symptoms of seri- 
ous arterial disease may give an indication of the 
true state of affairs. 

Coronary thrombosis, which often causes epigas- 
tric pain and difficulty in abdominal diagnosis, is 
usually accompanied by a greater fall in blood pres- 
sure than is usual with abdominal lesions. 

Collapse also accompanies sudden rupture of an 
ectopic gestation, but the severe anemia, the air hun- 
ger, the tumidity of the abdomen, and in some cases 
the significant history serve to distinguish this 
condition. 


Pain Plus Shock and Rigidity 


Sudden severe abdominal pain in a patient who, 
on examination, is in shock and is found to have 
general rigidity of the abdominal wall, is nearly 
always due to a visceral perforation, usually of the 
stomach or duodenum. 

Bilateral pleuropneumonia may sometimes cause 
severe abdominal pain and rigidity, but if the rigid- 
ity can be overcome there will be no deep tenderness, 
and examination of the chest should reveal disease 
in that part. With the gastric crisis of tabes dorsalis 
there is no rigidity of the abdominal wall unless 
there is an associated peritonitis. It should not be 
forgotten that perforation of a gastric or duodenal 
ulcer may occur in a patient suffering from tabes 
dorsalis. (Figure 3). 

The symptoms of a perforated peptic ulcer are 
well known and characteristic. Severe general ab- 
dominal pain, often accompanied by initial collapse 
and always associated with a board-like rigidity of 
the abdominal wall, is followed in an hour or two 
by a reactionary stage in which the patient looks 
and feels better but the abdominal rigidity remains. 
This leads up to the final stage when peritonitis 
develops, the pulse rate increases, and vomiting and 
distention become prominent. There is often pain 
felt on top of the shoulder and the liver dullness 
may be diminished. If x-rays are available, air may 
be shown between the liver and the diaphragm. 

Perforation of a stercoral ulcer of the colon and, 
rarely, the sudden perforation of a distended appen- 
dix, may cause similar symptoms except that there 
will be no free gas. 


Localized Abdominal Pain 


Abdominal pain accompanied by local pain, ten- 
derness, and some rigidity in one or other part of 
the abdomen is a common clinical picture which 
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most frequently calls for diagnosis (Figure 4). If 
pulmonary and spinal disease can be excluded, this 
combination of symptoms indicates local peritonitis. 

Hypogastric pain and rigidity in a young or 
middle-aged man is usually due to a perforated in- 
flamed appendix, while in an older man an alterna- 
tive diagnosis would be a perforated diverticulum. 
The same symptoms in a young woman would lead 
one to suspect a pelvic peritonitis due either to a 
perforated appendix or to an inflammation (septic 
or gonococcal) arising in the fallopian tubes. 

Left iliac tenderness and rigidity are rather un- 
common and are usually indicative of diverticulitis 
of the descending colon, or to pericolitis around 
a carcinoma of the descending colon or sigmoid. 
Very rarely it may be due to a left-sided appen- 
dicitis. 

In the presence of right hypochondriac pain with 
local muscular rigidity, one must first exclude right- 
sided pleurisy. If the chest is clear, then the con- 
dition causing this combination of symptoms is 
usually either acute cholecystitis or a leaking duo- 
denal ulcer. If a typical history of duodenal ulcer 
can be obtained and the onset of the attack was very 
sudden with temporary collapse and pain felt on top 
of the right shoulder, then one can conclude that 
an ulcer has leaked. On the other hand a previous 
history of attacks of biliary colic would be in favor 
of acute cholecystitis. The history, however, is not 
always clear, and the surgeon who has never been 
in doubt between these two lesions must be ac- 
counted fortunate (or inexperienced). In both in- 
stances watchful conservative treatment may lead 
te a subsidence of symptoms and allow a com- 
plete radiographic examination. 


Right Iliac Pain 


The most common problem in diagnosis within 
the abdomen concerns the patient who presents the 
picture of right iliac pain, tenderness and muscular 
rigidity, and often slight fever. 

By far the most common cause of these symptoms 
is acute appendicitis, but there are many possibili- 
ties of error. With the typical case of acute appen- 
dicitis the usual series of symptoms is: central pain, 
vomiting or nausea, right iliac pain, slight fever and 
leukocytosis. Local muscular rigidity comes later. 
The temperature is usually elevated only one or two 
degrees, and the pulse rate is only slightly in- 
creased. Local rigidity may be absent when the 
appendix lies in the pelvis, but rectal examination 
should reveal tenderness. Always doubt the diag- 


| 
. 
bie 


nosis of acute appendicitis if the vomiting precedes 
the abdominal pain. 

Conditions which may simulate appendicitis may 
arise from the duodenum, the pancreas, the gall- 
bladder and bile ducts, the right kidney, the ileo- 
cecal glands, the terminal part of the ileum, and, in 
the female, the right ovary and fallopian tube. 
Careful examination and consideration of the his- 
tory generally permits one to make a correct diag- 
nosis, but sometimes it is quite impossible to be 
certain before the abdomen has been opened. 

A leaking duodenal ulcer will cause tenderness 
and rigidity down the right side of the abdomen 
which may be most evident in the right iliac fossa, 
but the initial pain is usually epigastric and the 
history should be different in the two cases. 

Acute cholecystitis gives rise to symptoms similar 
to those of appendicitis with the exception that the 
pain and tenderness are felt higher up on the right 
side of the abdomen. When the gallbladder is situ- 
ated lower than normal, and the patient is obese, 
there may be considerable difficulty in distinguish- 
ing between the two conditions. Similarly, if the 
appendix lies high up under the liver, difficulty in 
differential diagnosis may be experienced. It should 
be remembered that cutaneous hyperesthesia ac- 
companying appendicitis is never found above the 
level of the umbilicus. 

We have commented above on the deceptive way 
in which acute pancreatitis may simulate appendi- 
citis. Similarly peritonitis due to leakage of bile 
from the bile ducts (without any gross perforation) 
is likely to be mistaken for appendicitis, because the 
bile first travels down on the right side of the ab- 
domen and may cause right iliac pain, tenderness, 
rigidjty, and hyperesthesia. Fortunately, the condi- 
tion is rare, for it cannot be distinguished from ap- 
pendicitis before the abdomen has been opened. 

Acute pyelitis causes higher fever, is often pre- 
ceded by a rigor, and seldom causes muscular rigid- 
ity. Examination of the urine will show either pyuria 
or bacteriuria. In children and young adults in- 
flamed ileocecal glands may cause local pain and 
tenderness, but vomiting and rigidity are less com- 
mon, 

Regional ileitis may closely simulate appendi- 
citis and many such lesions are first revealed when 
the patient is operated on for supposed appendicitis. 

In older persons acute appendicitis must be dif- 
ferentiated from perforation of a cecal ulcer or of 
a cancer of the cecum or ascending colon. In such 
cases, there is often a mass which can be felt, 
although this mass may be mistaken for an appen- 


diceal abscess. Exploration is often necessary to 
clear up the diagnosis. 

Acute inflammation of a Meckel’s diverticulum 
may give rise to a picture identical with that of an 
acute appendicitis, and there is no way of distin- 
guishing between the two conditions before explo- 
ration. 

In women right iliac pain, tenderness, and some- 
times rigidity may be caused by septic or gonococcal 
peritonitis arising in the pelvis. A gonococcal infec- 
tion may be detected on vaginal examination, or 
inflamed and enlarged fallopian tubes detected on 
pelvic examination. 


Pain with Vomiting but No Rigidity 


Severe abdominal pain with repeated vomiting 
but no muscular rigidity is another serious group 
of symptoms. A single initial emesis is common to 
nearly all urgent conditions within the abdomen, 
but repeated and persistent vomiting is indicative 
of obstruction of the small bowel or of spreading 
peritonitis. With both conditions distention devel- 
ops, but it comes more quickly with peritonitis. 

Severe central pain and repeated vomiting with- 
out distention may be due to an acute gastritis, but 
before one can accept that diagnosis one must be 
sure that more serious lesions are absent. One must 
above all exclude obstruction of the upper small gut. 
All the hernial orifices must be carefully examined, 
particularly the femoral rings. The abdominal wall 
must be examined for scars of former operations, 
and the vomitus must be carefully inspected to see 
if there is any change in color from the bilious 
green to the dirty yellow which is the prelude to 
the stinking feculent vomitus of advanced obstruc- 
tion of the small gut. 

When the obstruction is in the lower part of the 
ileum the vomiting may be less frequent, and dis- 
tention of the ladder-pattern may be noted. Visible 
peristalsis would of course clinch the diagnosis. In 
any case of doubt, make another visit to the patient 
within an hour or two, and if possible have a plain 
x-ray film of the abdomen made to see if there are 
any fluid levels in the small bowel, or any significant 
local distention of a coil of small intestine. 

Abdominal pain accompanied by constipation 
and steadily increasing distention but little or no 
vomiting is likely to be due to obstruction of the 
large bowel, particularly of the sigmoid colon. In 
a patient who has had severe abdominal pain, con- 
stipation, and increasing distention, if vomiting be- 
gins and becomes more frequent, then one should 
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suspect obstruction of the large bowel with a failure 
of the ileocecal valve, causing back pressure onto 
the lower ileum. X-ray examination is of great value 
in these cases. 

If abdominal distention of large-bowel type de- 
velops rather quickly in an elderly patient, one must 
suspect a volvulus of the sigmoid colon. Sometimes 
a rectal examination may enable one to feel the 
thickened base of the twisted coil, and if an x-ray 
film can be taken, one would be able to see the 
distended coil quite clearly. 

Before any operation for intestinal obstruction is 
undertaken, it should be the rule to examine the 
urine for albumin, and to palpate the renal regions 
for any tumor. Uremia from any cause may lead to 
great abdominal distention and vomiting. Uremic 
distention may follow renal failure as a result of 
back pressure from an enlarged prostate, from bi- 
lateral polycystic disease of the kidneys, or from 
bilateral calculous pyonephrosis. On one occasion 
I have known the abdomen explored for supposed 
intestinal obstruction when the real cause of the 
distention and vomiting was renal failure due to 
lead poisoning caused by the swallowing of diachy- 
lon plaster with the intent of inducing abortion. 

Vomiting and distention in a newborn infant may 
be due to congenital obstruction of the small bowel. 
The diagnosis may be confirmed by an x-ray which 
will show fluid levels in the small intestine. 


In children, one form of obstruction and one type 
of peritonitis need to be specially mentioned. ; 

In infants of from 6 to 18 months, intussusception 
is fairly common. It occurs most often in healthy 
male infants. The symptoms commence suddenly ; 
the infant screams, looks pale and ill, and draws up 
his legs. The pain subsides, the child seems better 
and may go to sleep, only to be awakened again by 
the recurrence of the pain which causes another 
screaming attack. After several attacks of pain, ex- 
amination may reveal a sausage-shaped swelling in 
the epigastrium or left side of the abdomen. Blood 
or mucus may be passed per anum or be seen on the 
finger following a rectal examination. A barium 
enema will clearly demonstrate an intussusception. 

Pneumococcal peritonitis is a condition which 
usually attacks girls between the ages of 6 and 10 
years. Occasionally it attacks boys and (rarely) 
adults. The onset is with abdominal pain and vomit- 
ing. The pain and tenderness are chiefly felt in the 
lower abdomen, there is usually a temperature ele- 
vation of three or four degrees, and sometimes de- 
lirium. If untreated the condition progresses to the 
formation of pus and local abscesses. Sometimes a 
blood culture will reveal the pneumococcus. 

In the long run it is experience which teaches 
and we would once again emphasize the impor- 
tance of taking notes to see how diagnosis before 
operation tallies with the operative findings. 


Complications Juduced by Antimicrobial Agents 


**AN attempt has been made to review the undesirable 
effects of the use of antimicrobial agents. Striking is the 
fact that none of the available chemotherapeutic sub- 
stances are free of the potentialities of causing trouble. 
With some, like the sulfonamides, the risk of develop- 
ment of serious reactions is great; with others, like peni- 
cillin, it is relatively small in comparison with the 
marked beneficial effects of this agent in the diseases 
for which it is useful. Two types of reactions are com- 
mon to all—the development of hypersensitivity and 
the emergence and increase of antibiotic-resistant organ- 
isms, with the resulting production of superinfections 
by such resistant organisms. . . . 

The fact that harmful effects may follow the use of 
these drugs should not discourage the physician from 
applying them when they are definitely indicated. It 
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should, however, make him hesitant to employ them in 
cases in which indications for their use are either en- 
tirely absent or at most only slightly suggestive, lest a 
simple or mild disease be converted into a serious and 
potentially fatal one. Moreover, the appearance of re- 
actions during the course of treatment does not always 
make the cessation of therapy mandatory when the 
drug used happens to be the only effective one available 
for the purpose required. The severity and type of the 
reactions, their expected course and the possibility of 
influencing them by proper management must be 
weighed against the importance of the infection under 
treatment and the prospect of favorably influencing 
that infection by continued therapy with the same or 
another effective agent.”—Maxwett Fintanp, M.D., 
New England J. Med., 248:220, 1953. 
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This temperature chart enables the physician to keep an accurate record of his patients treated at home. 


Small Cemperature Charts 
for the Physician 


BY |. DRABKIN 


Rockville Centre, N. Y. 


IN THE treatment of any patient running a fever, the 
most important record kept at the hospital is the 
temperature chart. From that chart we gauge the 
patient’s febrile history, his progress, and his 
prognosis. 

For a patient being treated at home, where a nurse 
is in attendance, it is customary to have the nurse 
keep a fever chart, as well as notes on the patient’s 
medication, food intake, etc. Since most patients 
treated at home are not cared for by trained nurses, 


the lack of a properly kept chart is always a handi- 
cap to the attending physician. 

With the advent of good anti-infective drugs, a 
complete change of therapy has occurred, and many 
of the patients, previously sent to hospitals, are now 
being handled at home. We no longer see as many 
cases of measles, scarlet fever, pneumonia, or lo- 
calized infections being treated at hospitals. With 
the advent of these drugs, it has become the habit 
of most physicians to have a member of the family 
keep a written record of the patient’s temperature. 

I have felt for many years, that a small, even 
though crude temperature chart would be more 
convenient in handling a case, than a lot of numbers 
written down. With that in mind, I used to draw a 
crude temperature chart on the back of a prescrip- 
tion form. Later a more adequate printed form was 
supplied to doctors by Mead Johnson & Company. 

In keeping this chart, the top line is reserved for 
the patient’s name, if more than one member of the 
family is sick. On the “date” line, it is much more 
desirable to put the day, since it means more on 
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Friday to know what happened on Monday or Tues- 
day, than what happened on the 24th or 25th of a 
month. The very bottom space is reserved for medi- 
cation, while the space at the upper end of the tem- 
perature chart is reserved for other information. 

By making these forms the size of a prescription 
pad, they are very easily carried in the physician’s 
bag. They should prove most helpful to general 
practitioners and to pediatricians. These forms 
have the following advantages over treatment with- 
out charts: 

1. The physician does not have to trust to his 
memory. 

2. The patient feels that the physician is frank 
and open with him, and that no information is 
withheld. 


3. In the event of a consultation, it is of immense 
value to the consultant that a complete visual his- 
tory of the patient’s status can be presented within 
a few seconds. 

4, Should a patient have to go to a hospital, such 
a chart becomes an invaluable assistance in writing 
the history of the patient, and it may become part of 
the patient’s hospital record. 

When an illness lasts longer than eight days, an 
additional sheet can be attached by means of a 
strip of tape. 

Although Mead Johnson & Company no longer 
prints these forms, Marvin R. Thompson is now 
providing these forms, free of charge, upon request. 
Copies are shown on these pages. The actual size 
is four by six inches. 
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This temperature chart, kept by a member of the patient's family, gives the physician an accurate record. 
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The colored illustrations above and below are of the same 20-day-old female to whom a 25 per cent borated dusting 


powder had been applied for a perianal dermatitis. Intense erythema is seen over the entire body with beginning 
desquamation over the fingers and toes, due to cumulative transcutaneous absorption of boric acid. 
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Che Boric Acid Problem 


BY CLEMENT E. BROOKE, M.D. 
Frederick, Maryland 
The boric acid problem is a matter of timely concern. The literature reports a number of transcutaneous poisonings 


since 1883. Yet, topical use of boric acid persists. Its ready availability in the drugstore, its labeled presence in 


borated talcs and ointments, its recommendation in consumer periodicals and baby care manuals—all of these 


combine with an already entrenched reputation in virtually every household to make boric acid an ever- 
increasing problem. 


ACCORDING to recent surveys, general practitioners The slow rate of excretion in the urine permits the 


handle approximately 75 per cent of the medical substance to accumulate in the body until lethal or 
care of infants and children in the United States. —_ near lethal amounts are present. The problem is 
An appreciation of the potential toxicity of boric particularly difficult because early symptoms do not 
acid when applied to skin lesions is important to occur, and by the time anyone realizes that he is 
ad: the family physician as well as to the pediatrician. _ dealing with boric acid poisoning, the infant is dan- 
a Boric acid is used extensively for the prevention and _ gerously ill and may have already absorbed a lethal 
treatment of ammoniacal dermatitis and perianal _—_ dose. 
dermatitis resulting from contact with diarrheal The clinical diagnosis of boric acid poisoning is 
stools. The majority of dusting powders and oint- __ not difficult if the physician is aware that it can 
ments used for skin care of the diaper area contain —_ occur and is familiar with the clinical signs. It is 
? boric acid. The amount of boric acid in many of _ probably confused with severe gastroenteritis, in- 
is these preparations is not stated on the package. _ fectious diarrhea, septicemia, pneumonia, or menin- 
Mothers frequently use powdered boric acid or __ gitis by those not familiar with the clinical picture. 
homemade mixtures of powdered boric acid and Prompt diagnosis and carefully planned supportive 
cornstarch as recommended in some of the popular _ therapy may result in saving the life of the infant. 


books on infant care. 

There have been a number of reports of serious or 
fatal poisoning resulting from the transcutaneous 
absorption of boric acid when applied to wounds or Even more important is the prevention of poison- 
dermatoses. Dangerous amounts of boric acid may __ ing, by educating the physicians and the public 
accumulate in the body following continuous or re- —_— against the use of boric acid for the general treat- 
peated application to macerated or excoriated skin. | ment of diaper rashes. It has an unfounded well- 


Importance of Prevention 
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established reputation as a harmless substance for 
use as an eye wash, as a diaper rinse, and as a wet 
dressing, ointment, or dusting powder. Aware of the 
influence of this reputation, one pediatric clinic in 
Rochester, New York, has the following notice 
posted in the reception room: 


NOTICE— DANGER 


Recent evidence shows that boric acid can be 
very toxic and actually cause death, even when 
applied externally. It may be absorbed 
through the broken skin or mucous mem- 
branes. 

Despite the fact that in the past we have 
advised its use, in light of this information, 
discard boric acid solutions, ointments and 
powders. 


Mothers are accustomed to initiating the routine 
use of popular borated baby powders and ointments 
without seeking the advice of their physician. Phy- 
sicians in general, unaware of the potential danger, 
have accepted this almost universal practice and 
often recommend the use of boric acid to the mother. 
Many mothers today refer to the various excellent 
manuals on baby care for the solution to minor prob- 
lems, and, unfortunately, some of these also recom- 
mend the use of boric acid without mentioning the 
danger involved in its use. The anxious mother may 
resort to the more frequent use of boric acid if the 
diaper rash does not improve promptly. 


Illustrative Cases 


A case in point is the writer’s collaborated report 
in the October, 1951, issue of The American Medical 
Association Journal of Diseases of Children of a fatal 
case of boric acid poisoning in a 9-month-old girl. 
The infant had been in excellent health until eleven 
days before death when she developed a very mild 
diarrhea and subsequently a moist dermatitis of the 
buttocks and perineum. The diaper rash was treated 
unsuccessfully by the parents for several days before 
a pediatrician was consulted. He instructed the 
parents to apply a zinc oxide paste to the area. In 
addition, and without the physician’s knowledge, 
boric acid powder was sprinkled freely on the skin 
lesions and on the diaper. 

The clinical appearance of the infant on admis- 
sion to the hospital a week later suggested the diag- 
nosis of boric acid poisoning. Symptomatic therapy 
was initiated immediately, but the infant died twenty- 
six hours after admission. A complete autopsy, in- 


cluding analysis of tissues for boron, confirmed the 
diagnosis. 

A second case of boric acid poisoning seen by the 
writer, and reported here for the first time, was seen 
in a small community hospital where laboratory fa- 
cilities for the determination of boric acid were not 
available. It illustrates how easily the diagnosis can 
be made on clinical grounds alone. 

B.G.S., a 15-day-old infant, was seen in consulta- 
tion several hours after admission to the Frederick 
Memorial Hospital. The history, as given by the 
family physician, was that the infant had been born 
without difficulty, at term, after an uneventful preg- 
nancy. At the age of 10 days she developed a mild 
diarrhea which was treated with dilute skim milk 
feedings. The diarrhea did not subside immediately, 
but it did not become severe until the day of ad- 
mission. For several days preceding admission to 
the hospital the infant had been a little lethargic 
and had eaten poorly, and on the day of admission 
she vomited a number of times and obviously became 
much worse. 

The initial examination revealed a seriously ill, 
severely dehydrated, semicomatose female infant. 
There was an intense erythema over most of the 
trunk, the face, head, ears and a moderate erythema 
of the extremities. The mucous membranes of the 
pharynx and the tympanic membranes were intense- 
ly erythematous. The respirations were shallow and 
rapid, and the abdomen was soft and doughy. The 
skin of the buttocks and perineum was inflamed, 
moist, and macerated. Bloody, watery stool was 
present in the diaper. The diagnosis of boric acid 
poisoning was made, based on the clinical ap- 
pearance alone, and treatment with parenteral fluids 
was started at once. 

When the mother was seen the following morn- 
ing, she confirmed the diagnosis. As a result of the 
diarrhea, the infant had developed a perianal derma- 
titis, and for five days the mother had been applying 
a mixture consisting of three parts cornstarch and 
one part boric acid to the buttocks after each diaper 
change, as recommended in a popular baby manual. 
The infant improved gradually and was discharged 
on the tenth day. A follow-up neurologic and devel- 
opmental examination done when the infant was 5 
months old revealed no abnormalities. 


Diagnosis and Treatment 


The diagnosis of boric acid poisoning should be 
considered in any infant who has diarrhea and vom- 
iting associated with a diaper rash. It only takes a 
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few seconds to ask the mother what she has been 
using on the diaper rash, and the answer to this 
question may result in saving the baby’s life. If 
enough boric acid has been absorbed, the infant 
becomes dehydrated from the profuse bloody diar- 
rhea and vomiting; shock, cyanosis, and coma follow, 
and death may occur a few hours to several weeks 
later. The diagnosis of the severely poisoned infant 
is made simple by the appearance of an intense 
erythema of the skin, mucous membranes, and tym- 
panic membranes, followed by superficial desquama- 
tion a few days later. 

Treatment is supportive since no antidote is 
known for boric acid poisoning. Oxygen, blood, 
intravenous fluids, and antibiotics to prevent the 
development of bronchopneumonia, are the main- 
stays of therapy. 

When a severe perianal rash with maceration of 


the need for burning fat. 
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MEDICAL MAXIMS FOR EVERYDAY APPLICATION 


SeRvuM uric acid levels do not reflect the efficacy of any method of treatment for gout. 
Berore their disease is recognized, diabetics instinctively select a high fat diet. 


Ir 1s now believed that fat does not burn in the flame of carbohydrate but that this flame stops 


Diabetics under 40 rarely have peptic ulcer. 


THE mortality from diabetic coma is relatively high in older people. 
—Wiuam S. Reveno, M.D., 711 Medical Maxims, Charles C Thomas. 


the skin is believed to be due to frequent loose stools, 
treatment is best started by washing the skin gently 
with boiled water immediately after each soiling and 
allowing the buttocks to be exposed to the air until 
the skin has dried enough to permit application of 
an antiseptic protective ointment containing a qua- 
ternary ammonium compound such as Diaparene 
perianal cream. However, if a strong ammoniacal 
odor is noted in the wet diaper, rinsing of all the 
diapers with one of the nontoxic antiseptic rinses is 
indicated instead, with a water-miscible antiseptic 
ointment applied as an adjuvant, if desired. Drying 
may be hastened by placing an ordinary light bulb 
over the crib to give some additional warmth, but 
this is not generally necessary since the skin will 
become dry within a few hours if exposed. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Figure 1. Prominence of upper mediastinum (more definite on 
right side) due to enlargement of paratracheal and tracheo- 
bronchial lymph nodes. Enlarged hilar shadews also represent 
lymphadenopathy. 


Figure 2. Enlarged hilar shadows due to lymphadenopathy. 


Figure 3. Enlarged right paratracheal node and bilateral sym- 
metrical enlargement of hilar nodes. There are also multiple 


nodular densities in both lungs. 


Mediastinal 
Lymphadenopathy 


THE greatest number of lymph nodes in the medi- 
astinum are closely associated with the intrathoracic 
trachea and the main bronchi and their branches. 
They consist of the tracheal or paratracheal nodes 
lying along the trachea; the tracheobronchial nodes 
extending downward along the upper surfaces of 
the main bronchi; the bifurcation nodes lying in the 
angle of the tracheal bifurcation and extending 
downward on either side to the origin of the lower 
lobe bronchi; the bronchopulmonary or hilum nodes 
situated in the hilum of each lung in the angles be- 
tween branches of the large bronchi; and the pul- 
monary nodes located in the lung substance in the 
angles between the bronchi. There is usually a 
greater number of lymph nodes on the right side, 
and more nodes are associated with the right upper 
lobe bronchus than with the right middle or right 
lower lobe bronchi. 

When they are enlarged, the tracheal and tracheo- 
bronchial nodes are usually easily recognized in a 
standard chest film, since they are seen above the 
hilar shadows and are clearly separated from them. 
The bifurcation nodes, unless calcified, are usually 
seen only in the lateral view. 

Slightly enlarged hilar nodes may be difficult to 
recognize because they may be obscured by the 
heart borders and the normal pulmonary vascular 
structures. However, when they lie lateral to the 
larger branches of the pulmonary artery or are 
greatly enlarged, they may be discerned without 
difficulty. Such enlarged nodes project from the 
mediastinum into the lung fields, overlap the hilar 
vascular shadows, and appear as a scalloped or 
curved contour. 

There are other groups of nodes which are situ- 
ated in the anterior and posterior mediastinum. 
However, these nodes are relatively less important 
and are rarely involved unless those along the 
trachea and bronchi are enlarged. 
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A Guide for Immunization Procedures 


BY AIMS C. McGUINNESS, M.D. 
University of Pennsylvania, Philadelphia 


All infants and small children should be immunized against diphtheria, tetanus, pertussis, and smallpox. The first 
three are taken care of with a triple antigen containing diphtheria and tetanus toxoids and pertussis vaccine, 


given periodically after the age of 2 months. Primary vaccination against smallpox is recommended at 6 months 


of age. Immunizations against other diseases are reserved for special indications, particularly unusual exposure 


or expectation of unusual exposure to a disease for which immunization can be provided. 


Tue past decade, and the past five years in particu- 
lar have brought about many changes in disease 
prevention by active and passive immunization. 
Technologic advances have made available vastly 
improved toxoids, vaccines, and serums, and new 
ones have been added. In some diseases sulfona- 
mides and antibiotics have replaced active and pas- 
sive immunization. In addition, wars and world 
travel have made it necessary for the practitioner 
to have knowledge of prevention of diseases far be- 
yond those encountered in the area in which he 
practices. This article will present, in some detail, 
immunization procedures recommended for routine 
use in this country, and will cover, in less detail, 
certain diseases for which immunization is called 
for only under special circumstances. 


Routine Immunization of Children 


It generally is conceded that all infants and young 
children should be immunized against diphtheria, 
tetanus, pertussis, and smallpox. It has been demon- 
strated clearly that most young infants respond to 
diphtheria and tetanus toxoids, and to pertussis 


vaccine as well, especially when this vaccine is 
mixed with alum precipitated or adsorbed toxoids. 
Furthermore, presently available multiple antigens 
induce, in most infants and young children, little 
or no more reaction than do single antigens and 
have a great added advantage in necessitating 
fewer injections. 

Obviously, the earlier protection can be afforded, 
the better, and for this reason it is recommended 
that the first immunizing injection be given at 2 to 
3 months of age. Smallpox vaccination should follow 
the first series of triple antigen injections. 

The Schedule. Starting at 2 to 3 months of age, 
three doses of 0.5 cc. each of alum precipitated or 
aluminum hydroxide adsorbed diphtheria-tetanus 
toxoid combined with pertussis vaccine should be 
given at one-month intervals. A similar injection of 
0.5 cc. of triple antigen should be given at 12 to 
18 months of age and again at 3 years of age. These 
five injections will protect the majority of children 
against diphtheria, tetanus, and pertussis from in- 
fancy to entry in school at the usual age of 6 years. 

Reactions and Precautions. As stated before, most 
infants and young children do not react severely 
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to injections of currently available multiple antigens 
against diphtheria, tetanus, and pertussis. These 
multiple antigens, in fact all antigens containing 
alum, should be injected deep subcutaneously or 
intramuscularly. Alum precipitated or adsorbed 
antigens injected too superficially may lead to 
draining cysts, or so-called “cold abscesses.” 

As a further precaution against draining cysts, a 
small bubble of air (0.1 cc.) may be injected follow- 
ing the injection of the antigen, for the purpose of 
clearing the needle tract. Care should be taken not 
to inject at the site of a previous injection of the 
same material. 

Immunizing antigens should be given only to 
well infants and children. They should be withheld 
in the presence of respiratory tract or other infec- 
tions, during periods of very active teething, and 
should be given with extreme caution, if at all, to 
infants with convulsive disorders. 

The routine administration of aspirin in appro- 
priate doses following the injection of any antigen 
aids in minimizing fever and general discomfort. 
In the experience of many, children over the age of 
4 years more frequently develop moderate to severe 


The earlier protection is provided the better. 


febrile reactions following the injection of standard 
multiple antigens. For this reason the author prefers 
to use single antigens for primary immunization as 
well as for stimulating or booster injections after the 
fourth year of age. Should the injection of multiple 
antigens be followed by febrile reactions of more than 
mild degree (temperature elevations of 102°F or 
above), it is recommended that single antigens be 
employed thereafter. 

Since injection of pertussis vaccine on rare oc- 
casion has been followed by convulsions and sub- 
sequent cerebral damage, an infant in whom a con- 
vulsion develops after an initial dose of triple anti- 
gen should not be given more pertussis vaccine 
in any form. If the reaction to triple antigen was 
only of moderate severity, it is recommended that 
saline suspended pertussis vaccine be injected, be- 
ginning with a dose of 0.1 cc. of a standard vaccine, 
followed by weekly injections of increasingly larger 
doses based on tolerance, until the equivalent of a 
total of 60 to 80 billion organisms has been given. 

In the same manner, a trial dose of 0.1 cc. of 
diphtheria toxoid should be injected. If this causes 
no serious reaction, it probably is safe to give 0.5 
cc. several days later, followed in one month by a 
second dose of 0.5 ce. 

Reactions to tetanus oxoid will be infrequent. 
However, after a reaction to the initial injection of 
triple antigen, the conservative approach would 
be to proceed as outlined for diphtheria toxoid in 
the preceding paragraph. 


Single Antigens for Children 


When for reasons indicated above, or for other 
reasons, it is desired to employ single antigens, the 
following materials aid schedules are recom- 
mended. 

Diphtheria. Two doses of 0.5 cc. each of alum 
precipitated or aluminum hydroxide adsorbed 
diphtheria toxoid injected at intervals of four to six 
weeks, followed by a third dose of 0.5 cc. one to 
four months following the second dose. 

Tetanus. Two doses of 0.5 cc. each of alum pre- 
cipitated or aluminum hydroxide adsorbed tetanus 
toxoid are injected at intervals of four to six weeks. 

Pertussis. There is considerable variation in the 
number of H. pertussis organisms contained in the 
several commercially available saline suspended 
pertussis vaccines. For adequate protection, a total 
of 75 to 90 billion H. pertussis organisms should 
be administered subcutaneously, divided into 
at least three injections given at approximately 
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Adults should be given a Shick test 
for positive or negative findings. 


three-week intervals. Frequently it is advisable to 
make the initial injection small, perhaps in the 
order of 5 to 10 billion organisms, to determine 
sensitivity to the vaccine. 

In the near future the potency of pertussis 
vaccines may be expressed in terms of NIH Protective 
Units, rather than in terms of billions of H. pertussis 
organisms per cc. In the case of saline suspended 
vaccines, one total immunizing dose (divided into 
3 to 4 single doses) will contain 12 NIH Protective 
Units, which shall be not less in potency than 90 
billion bacteria of the National Institutes of Health 
Standard Pertussis Vaccine. 

Pertussis; Rapid Active Immunization. In the 
presence of a severe epidemic of pertussis in the 
community, thus increasing greatly the likelihood 
of early exposure, it may be advisable to attempt 
rapid immunization of young and other nonimmune 
infants and children by injecting saline suspended 
vaccine in the dosage recommended in the preced- 
ing paragraph, but with weekly intervals between 
injections instead of the three- to four-week intervals 
recommended for routine practice. Compensation 
for the theoretically somewhat better and more 
lasting immunity resulting from longer intervals 
between injections may be achieved through subse- 
quent booster doses of vaccine. 


Immunization of Older Children and Adults 


Diphtheria. Because of previous sensitization by 
natural or artificial contact with the diphtheria 
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bacillus or its products, many older children and 
adults will react severely to even small doses of 
diphtheria toxoid. Because these reactions not in- 
frequently are due to the diphtheria toxin itself, 
reactions are not always eliminated by the use of 
purified toxoids, none of which are 100 per cent 
pure in any event. 

Older children and adults should receive Schick 
tests and Schick test controls prior to injection of 
toxoid for active immunization, and those showing 
positive control tests at forty-eight hours should 
be given toxoid only under unusual circumstances. 
The Schick test itself (as opposed to the control) 
should be read between the fifth and the seventh 
days. 

Practically speaking, it may be preferable to 
substitute a toxoid sensitivity test for the usual 
Schick test control of dilute heated toxin. A modi- 
fied Moloney test is recommended as follows: 
0.1 cc. of a 1:100 dilution (in physiologic solution 
of sodium chloride) of fluid diphtheria toxoid is in- 
jected intradermally into the anterior surface of the 
forearm. 

The test should be read at forty-eight hours. 
A positive test consists of an area of erythema 
and induration which in highly sensitive individuals 
may last a week or more. 

The following conservative dosage schedule is 
recommended for older children and adults who 
show negative Schick test control tests and/or 
negative toxoid sensitivity tests. Alum precipitated 
or aluminum hydroxide adsorbed toxoids should 
be used. Inject intramuscularly 0.1 cc. of toxoid; if 
no reaction, three to five days later inject 0.3 to 
0.5 cc. of toxoid; if no reaction, four weeks later 
inject 0.5 cc. of toxoid. 

Tetanus. As older children and adults react no 
more severely to tetanus toxoids than do infants - 
and young children, the dosage schedule and 
materials recommended are the same. 

Primary Pertussis Immunization Occasion may 
arise for primary immunization of older children, 
and very rare occasions may call for primary active 
immunization of adults. Saline suspensions of 
pertussis vaccine should be injected in accordance 
with the same dosage schedule recommended for 
infants and young children. 


Booster or Stimulating Injections 


Diphtheria. Protective levels of diphtheria anti- 
toxin persist for three to four years following 
primary immunization. To insure maintenance of 
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immunity thereafter requires stimulating doses of 
toxoid at three- to four-year intervals. Wishart and 
Reid among others have shown conclusively that 
once an individual has had a satisfactory basic im- 
munity against diphtheria, very small amounts of 
antigen are required to recall that immunity, even 
after a period of years. The small amount of antigen 
in the Schick test (about one forty thousandth of a 
standard immunizing dose) frequently will convert 
a positive Schick test to a negative one. 

In children who are known to have been given 
adequate diphtheria immunity in infancy, it is 
recommended that 0.1 cc. of toxoid be injected 
every four years until 12 to 14 years of age. In 
older individuals, it must be remembered, even 
as small a dose of toxoid as 0.1 cc. frequently will 
cause severe reactions, and preliminary Schick 
test controls or toxoid sensitivity tests should be 
performed before giving stimulating doses in the 
magnitude of 0.1 cc. The amount of antigen in the 
toxoid sensitivity test frequently will be sufficient to 
bring a latent immunity back to the protective 
level. 

Tetanus. Booster doses of 0.5 cc. tetanus toxoid 
routinely should be given at approximately three- 
year intervals. Following injury, the injection of 
fluid toxoid will give a more rapid response than 
alum precipitated or adsorbed toxoids. 

In very severe massive woundings, if four years or 
more have elapsed since primary immunization or a 
booster, it may be well to give 3,000 units of anti- 
toxin in addition to toxoid, employing different 
syringes and different sites for these injections. 

Pertussis. Primary immunization against pertussis 
confers a relatively high degree of immunity for a 
period of three to four years. Stimulating doses of 
approximately 25 to 30 billion organisms are recom- 
mended at approximately three-year intervals up to 
the age of 6 or 7 years. Similar booster doses are 
recommended in previously immunized children 
after known close exposure. 


Passive Immunizations 


Diphtheria. Individuals exposed to diphtheria 
should be removed promptly from the source of 
contact, be Schick tested, and given daily injections 
of penicillin for three to five days. During this 
period they should be observed carefully, and if 
there is any evidence of clinical infection, diph- 
theria antitoxin in therapeutic doses immediately 
should be administered, exercising appropriate 
precautions against serum sensitivity. Antibiotics 


never may be substituted for antitoxin in the treatment 
of diphtheria. 

Tetanus. Tetanus antitoxin (1,500 to 3,000 
units) should be administered to nonimmunized 
persons following penetrating or dirty wounds. In 
massive severe injuries, antitoxin occasionally may 
be indicated in addition to toxoid if four years or 
more have elapsed since completion of primary 
active immunization, or since the last booster in- 
jection of toxoid. 

Pertussis. Nonimmunized infants and children 
exposed to pertussis should be removed from the 
source of contagion and injected with one or two 
20 cc. doses of human hyperimmune pertussis 
serum, or one or two 2.5 cc. doses of the gamma 
globulin fraction of this serum. 


Relation of Injections to Poliomyelitis 


There are a number of reports which indicate 
that, in individuals who have been injected with 
certain immunizing antigens within thirty days 
prior to the onset of poliomyelitis, there is a high 
degree of correlation between the site of paralysis 
and site of injection. Most of these reports concern 
the toxoids and pertussis vaccine, and smallpox 
vaccination has not been incriminated. 

Because of this, it is recommended that elective 
immunizations be deferred in children over 6 
months of age in the presence of an outbreak of 
poliomyelitis. The injection of a booster dose of 
tetanus toxoid following a penetrating or dirty 
wound, of course, would not be considered an 
“elective” procedure. 


Smallpox Vaccination 


Primary vaccination against smallpox is recom- 
mended at about 6 months of age immediately fol- 
lowing completion of the initial series of three in- 
jections of diphtheria and tetanus toxoids combined 
with pertussis vaccine. Vaccination should be re- 
peated at three- to five-year intervals throughout 
life, and should be done at any time in the presence 
of a threatened outbreak. 

It should be noted that for re-entry into the United 
States after travel outside the country, a certificate 
of smallpox vaccination within three years may be 
required. 

Calf lymph vaccine still is the only satisfactory 
antigen, and the multiple pressure technique of 
vaccination is recommended. It should be remem- 
bered that calf lymph vaccine deteriorates rapidly 
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and must be kept refrigerated at all times. Vaccina- 
tion with weak and deteriorated vaccines may result 
in reactions in susceptible individuals which re- 
semble the early or “immediate” reaction frequently 
called the “reaction of immunity.” It is important to 
know that one is achieving definite “takes” or 
primary vaccinia from each batch of vaccine points. 

Vaccination should not be done in the presence 
of eczema or skin infections. Also the person to be 
vaccinated should be kept from contact with other 
children or persons with skin infections or eczema 
during the acute phases of the vaccination reaction. 

Vaccination sites should be covered lightly, if 
at all. Vaccination shields and dressings which tend 
to exclude the air promote the growth of anaerobic 
organisms, and should not be used. 


Other Immunization Procedures 
CHICKENPOX 


There is no available vaccine for active immuniza- 
tion against chickenpox. Gamma globulin (im- 
mune serum globulin-human) and serum from con- 
valescents are of no value in passive immunization 
in this disease. 


INFLUENZA 


Active immunization against influenza has been 
successful when the vaccine contained the virus to 
which the vaccinated person subsequently became 
exposed, particularly if the exposure occurred 
within the first three to six months following vac- 
cination. In general, influenza vaccination should 
be reserved for use in special groups in the face of 
an epidemic—for example in certain industries, in 
the military, and in members of hospital staffs. 

Active immunization against influenza is not 
recommended for routine use in children. Perhaps 
its use might be justified in a child with recurrent 
rheumatic fever in whom an attack of influenza 
might be considered hazardous. 

The recommended adult dose of influenza vaccine 
is 1.0 cc. injected subcutaneously. Children should 
be given smaller doses in the range of 0.25 to 0.5 
cc. As a rule, infants and young children react 
more severely to influenza vaccine than do adults, 
and the antibody response may be inferior. A few 
individuals are highly allergic to egg proteins con- 
tained in influenza vaccine and may react very 
severely to injections of the material. 


GERMAN MEASLES 


Unfortunately there is no available vaccine for 
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Immunization should be given 
only to well infants and children. 


German measles, and there is no good evidence 
that convalescent serum or gamma globulin from 
normal plasma pools (immune serum globulin- 
human) are effective in passive immunization of ex- 
posed susceptibles. However, because of the well- 
established hazard to the fetus of women who con- 
tract German measles in the first trimester of preg- 
nancy, it is recommended that such pregnant 
women, who without previous history of German 
measles are exposed to the disease, be given large 
doses of immune serum globulin-human on the 
chance of securing some protection. It is recom- 
mended that two doses of gamma globulin, of 
at least 10 cc. each, be injected intramuscularly 
five to seven days apart. It is recommended 
further that such women be removed promptly 
from the source of infection. 


INFECTIOUS HEPATITIS 


Stokes and Neefe and others have established 
clearly the effectiveness of immune serum globulin- 
human (gamma globulin) in the prevention of in- 
fectious (epidemic) hepatitis in exposed suscepti- 
bles. Stokes and associates have shown further that a 
single injection of immune serum globulin has re- 
sulted in protection, for five to nine months, of 
children continuously and intimately exposed to 
this disease. They suggest this prolonged protection 
results from a _passive-active immunity which 
develops from subclinical infection superimposed 
on the waning passive immunity following injection 
of the immune serum globulin. The recommended 


dose of gamma globulin for passive immunization 
against infectious hepatitis is a single injection of 


0.02 to 0.06 cc. per pound of body weight. 


MEASLES 


There is no vaccine for active immunization 
against measles. Immune serum globulin-human 
(gamma globulin) has been shown to be highly ef- 
fective for passive immunization of exposed sus- 
ceptibles. In general one should attempt to modify 
the disease by partially protecting with gamma 
globulin. Complete protection should be the desired 
goal only under unusual circumstances. 

For modification, the recommended dose of 
gamma globulin is 0.02 cc. per pound of body 
weight if administered before the sixth day follow- 
ing initial exposure; if given later, the dose should 
be doubled. For complete protection, 0.1 cc. of 
gamma globulin per pound of body weight should 
be injected within the first five days following initial 
exposure. When gamma globulin is not available, 
pooled normal serum-human may be used in its 
place. 


Mumps 


Active Immunization. The commercially available 
egg fluid vaccines against mumps apparently pro- 
duce a short-time (perhaps up to six months) 
immunity in a number of individuals. Mumps vac- 
cine is of chief value in active immunization of 
susceptible adults who, because of occupation or 
for other reason, are particularly likely to be ex- 
posed during periods of local epidemics. Only 
under unusual circumstances should children be 
vaccinated, as it is highly desirable that all persons 
have mumps before onset of puberty. 

Before vaccination, skin tests or complement 
fixation tests should be performed in order to 
establish that such individuals actually are suscep- 
tible, for many will be found to be immune as a 
result of previous subclinical infection. The dosage 
of mumps vaccine is a single injection of 1.0 to 2.0 
ce. of vaccine given subcutaneously. Precaution 
must be taken not to inject this vaccine into persons 
sensitive to egg fluid proteins. 

Passive Immunization. Experience with convales- 
cent serum in treatment of mumps and in passive 
immunization of exposed susceptibles has been 
equivocal. In one controlled study, however, in 
which the equivalent of 200 cc. of convalescent 
serum in the form of its gamma globulin fraction was 
injected therapeutically early in the disease, the 
incidence of orchitis was 7.8 per cent, as compared 


with an incidence of 27.4 per cent in the controls. 
Studies in progress at the Children’s Hospital of 
Philadelphia, employing serum from vaccinated 
donors (“hyperimmune serum”), indicate this 
material may be of value. Doses of 40 cc. of serum 
are being used for passive immunization of exposed 
susceptibles, and 200 cc. for treatment of the early 
disease. 


POLIOMYELITIS 


Although actively under study in a number of 
laboratories, there is as yet no vaccine commercially 
available for active immunization against polio. 

Of great interest are the results of studies re- 
ported by Hamman, Coriell and Stokes and as- 
sociates in which it was shown that the intra- 
muscular injection of immune serum globulin- 
human (gamma globulin) from pools of Red Cross 
plasma provided significant passive protection 
against paralytic poliomyelitis for a period of at 
least five weeks. The dosage of gamma globulin 
employed in these studies was as follows: 4 cc. 
for children weighing up to 34 lb. ; 7 cc. for children 
weighing between 35 and 61 lb.; and 11 cc. for 
individuals weighing 62 lb. and over. Because the 
supplies of gamma globulin in all probability will be 
limited, it is advisable to restrict its use to pre- 
vention of poliomyelitis in children in epidemic 
areas, and those intimately exposed to the disease. 


Because of the severe reactions which sometimes 
follow active immunization with the standard 
Semple type phenolized rabies vaccine, particularly 
in individuals sensitized by a previous series of 
injections of this material, every consideration 
should be given to all factors involved before 
instituting the Pasteur treatment after bites by 
dogs or other animals. The accompanying table of 
indications for vaccine treatment has been taken 
from the 1952 Report of the Committee on Im- 
munization and Therapeutic Procedures for In- 
fectious Diseases of the American Academy of 
Pediatrics. 

As indicated in Table 1, rabies vaccine is given in 
a series of fourteen to twenty-one daily injections, 
given intramuscularly into the abdominal wall. Pack- 
age leaflets should be consulted for size of individual 
dose, and for precautions. Systemic reactions mani- 
fested by fever, nausea, headache, numbness, or 
tingling of the extremities, girdle pains, and sphinc- 
ter disturbances are contraindications to further 
injections. 


GP e Volume Vil, Number 6 


4 

} 

| 


x 


An antirabies sheep serum was available for use as 
an adjunct to vaccine therapy but was withdrawn 
from the market because of the frequency with which 
injection of the material was followed by severe 
febrile reactions. An antirabies horse serum current- 
ly is under development but as yet is not commer- 
cially available. Work is in progress on an avian 
type antirabies vaccine which may prove superior to 
the Semple type vaccine for human immunization. 

Most authorities now consider that thorough 
washing of animal bites with 20 per cent tincture of 
green soap is to be preferred to cauterization with 
nitric acid or other caustics. 


Rocky MOUNTAIN SPOTTED FEVER 


Because of the effectiveness of the newer anti- 
biotics in the treatment of Rocky Mountain spotted 
fever, active immunization should be reserved for 
individuals working under conditions of heavy ex- 
posure to infected ticks in highly endemic areas. 
The mere presence of many ticks in a neighborhood 
does not justify vaccination against this disease. 


SCARLET FEVER 


Because of the effectiveness of sulfonamides and 
antibiotics in the prevention as well as in the treat- 
ment of scarlet fever and other diseases caused by 
beta hemolytic Streptococci, active immunization 
against scarlet fever now is obsolete. 


TYPHOID FEVER 


Immunization against typhoid fever is recom- 
mended only for those who are residing in, or con- 
templating travel in, endemic areas. Some authori- 
ties recommend that straight typhoid vaccine be 
used except when foreign travel is contemplated. 
Others prefer to use the standard triple typhoid- 
paratyphoid vaccine routinely. 

Irrespective of whether one uses the single vac- 
cine or the triple vaccine, the total dose for older 


Table 1. Indications for vaccine treatment. 


children and adults consists of 1.5 cc. of vaccine, 
divided into three injections of approximately 0.5 
cc. each, given subcutaneously at intervals of one 
week, 

For infants under 1 year of age, the total dose 
may be reduced to 1.0 cc., divided into three injec- 
tions of 0.2, 0.3, and 0.5 cc. respectively. 

Booster or recall injections of typhoid vaccine 
should be given at intervals of one to two years de- 
pending upon conditions of exposure. An intra- 
cutaneous injection of 0.1 cc. of vaccine is generally 
employed. Some prefer to give 0.3 to 0.5 cc. of vac- 
cine subcutaneously. 


Special Immunization for Foreign Travel 


To give in detail the specific immunizations re- 
quired for travel in various sections of the world is 
beyond the scope of this paper. In this final section 
will be listed only the diseases in this category for 
which vaccines are available, and in addition dosages 
and brief comments concerning the vaccines them- 
selves, and in certain cases general areas where they 
are required, 

Civilian dependents of military personnel will be 
given instructions as to what immunizations they 
will require. Others may secure the necessary in- 
formation from the Federal Security Agency, Public 
Health Service, Washington, D. C. It is important 
for persons travelling abroad to carry with them the 
International Certificate of Inoculation and Vacci- 
nation as approved by World Health Organization 
Interim Commission and the Pan American Sani- 
tary Organization. This form, PHS-731 (1 HR), 
may be obtained also from the Federal Security 
Agency, U.S. Public Health Service. The signature 
of the inoculating physician, if not an officer of the 
U.S. Public Health Service, must be certified by 
such an officer, or by any city, county, or state 
health officer. 


Condition of biting animal 
At time of bite During observation period of 10 days 


Decision as to vaccine treatment at time of possible exposure 


a) Healthy Healthy 


If bites are multiple, or are on face, head, or neck start treatment immediate- 


ly. Stop treatment if animal remains normal for 7 days. For other bites do 
not treat. 


b) Healthy Clinically suspicious or proven rabid 


Start treatment of all bites at appearance of first suspicious signs and give 


full course. 


Suspicious Healthy 


d) Dog rabid, escaped, killed, or unknown. All bites by wild — Start tr 
carnivorous animals. 


Start treatment of all bites immediately. Stop if animal is normal on 7th day. 


tment i diately and give full course of 21 injections. If the dog 


has escaped or is unknown, and if rabies is not endemic in the local dog 


population, the course may be limited to 14 injections when bites are neither 


multiple nor on the face, head, or neck. 
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CHOLERA 


Vaccination against cholera is indicated for those 
going to India and other parts of Asia, the vaccine 
consisting of a suspension of killed cholera organ- 
isms. The vaccine should be injected subcutaneously 
and not intramuscularly; care should be taken not 
to inject it intravenously. Adults should be given an 
initial injection of 0.5 cc. (4,000 million vibrios), 
followed seven to ten days later by an injection of 
1.0 cc. (8,000 million vibrios). Children under 4 
years of age should be given one half the dose rec- 
ommended for adults. Vaccination should be com- 
pleted ten days to two weeks before anticipated 
exposure. 

The immunity following injection of cholera vac- 
cine is of relatively short duration, and stimulating 
or booster doses of 1.0 cc. of vaccine (0.5 cc. for 
children under 4 years of age) should be given 
every four to six months as long as danger of infec- 
tion is present. 

Injection of cholera vaccine frequently is followed 
by mild to moderate febrile reactions accompanied 
by inflammation and discomfort at the site of 
injection. 


PLAGUE 


Plague vaccine is indicated for travellers in areas 
where this disease is endemic, such as certain parts 
of India, Burma, Java, China, Madagascar, and 
South, Central, and East Africa. Present commer- 
cial plague vaccine, consisting of formol-killed plague 
bacilli (P. pestis), may confer immunity for some 
months. The initial immunization consists of two 
doses of vaccine of 0.5 cc. and 1 cc. respectively, 
administered subcutaneously at intervals of seven to 
ten days. Booster doses of 1 cc. must be given every 
three to six months to maintain a high level of 
immunity. 

Injection of plague vaccine is followed by mild to 
moderate reactions consisting of malaise, fever, 
local induration and erythema, and some lympha- 
denopathy. 


EPIDEMIC TYPHUS 


Vaccination against epidemic typhus is required 
for travel into a large number of widely scattered 
areas throughout the world. The disease occurs 


principally in Korea, Japan, China, Indo-China, 
Serbia, Russia, Central Europe, North Africa, Egypt, 
Ethiopia, South Africa, Mexico, Guatemala, Colom- 
bia, Peru, Bolivia, and Chile. The present vaccine 
known as Cox-type, is prepared from rickettsiae 
grown on the yolk-sac membrane of developing 
chick embryos. The vaccine may not always pro- 
duce solid immunity, but the disease in immunized 
individuals is extremely mild. 

Cox-type epidemic typhus vaccine is given in two 
subcutaneous doses of 1 cc. each, given ten to 
fourteen days apart. Booster doses of 1 cc. gen- 
erally are given each year at the beginning of the 
typhus season in any particular locality. 

Reactions following injection of typhus vaccine 
generally are mild. However, the vaccine should not 
be given to individuals who have a history of allergy or 
sensitivity lo egg proteins. 

YELLOW Fe" ER 

Yellow fever occurs chiefly in continental South 
America and Africa, in regions where control of the 
Aédis aegypti mosquito has not been successfully 
accomplished. The vaccine required for travel in 
these areas is prepared from an attenuated strain of 
yellow fever virus, known as the 17 D strain, which 
is grown on the developing chick embryo. A single 
dose of 0.5 cc. of the vaccine is injected subcutane- 
ously. As the virus in this vaccine is active, only one 
inoculation is necessary. Immunity follows by the 
seventh to the ninth day after vaccination. 

In the majority of individuals, no significant re- 
action occurs. In a small percentage there is a reac- 
tion about the seventh day. This consists of malaise, 
headache, backache, and slight temperature eleva- 
tions, lasting about one day. 

It should be noted that yellow fever vaccine is not 
available through the usual commercial sources. 
Persons requiring the vaccine must go in person to 
one of several Public Health Service Stations lo- 
cated throughout the country, or to a military dis- 
pensary which has the vaccine. Information as to 
the location of these centers may be had from the 
Federal Security Agency, U.S. Public Health Serv- 
ice, Washington 25, D. C. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Acute Renal Fatlure 


BY JOHN P. MERRILL, 
Peter Bent Brigham Hospital, Boston, Massachusetts 


M.D. 


This syndrome results from diversified causes, some of which are entirely preventable, and many of which have 


renal anoxia as a common denominator. Once oliguria or anuria has developed, treatment is based 


mainly on restriction of liquid intake, cautious electrolyte replacement, provision of adequate calories, and 


the use of therapeutic adjuncts for decreasing catabolism, relief of pulmonary edema, and removal of 


excess potassium. 


By acuTe renal failure, we mean the syndrome in- 
duced by the sudden failure of the excretory 
process in previously healthy kidneys. This syn- 
drome need not necessarily be limited to total 
anuria. It may include oliguria, that is, the elabora- 
tion of less than 400 cc. of urine per day, particu- 
larly when that urine is dilute and does little to 
clear the blood of metabolites. 


Etiologic Considerations 


The syndrome has been recognized for many 
years and was brought into focus by World War II 
when acute renal failure accounted for many of the 
delayed deaths following wounding. Thus, the 
terms “‘shock-kidney,” “crush-kidney,” and “trans- 
fusion kidney” signify the relationship to acute 
trauma. The descriptive term “lower nephron 
nephrosis” was coined by Lucké in a study of the 
pathologic material from World War II. He felt 
that the typical lesion was to be found in the distal 
part of the renal tubule or the “lower nephron.” 

A more precise study by Oliver recently has in- 


dicated that the lesion is not restricted to the “lower 
nephron.” Oliver has dissected out intact nephrons 
and found lesions scattered throughout the entire 
unit. He points out that this sort of distribution 
is consistent with an anoxic lesion. Since marked 
decrease in blood flow to the kidneys is one of the 
accompaniments of shock and of other severe trau- 
ma, it seems reasonable that anoxia on this basis 
may be the common denominator in acute renal 
failure. It is interesting that the experience from 
World War II is now being repeated in Korea al- 
though our therapeutic approach to the problem 
has improved with time. 

Acute renal failure may be caused, however, by 
other agents than acute trauma. The hemolysis of 
blood which accompanies the accidental infusion of 
distilled water, or even the assimilation of water 
through the prostatic bed during transurethral re- 
section, in which the irrigating fluid is distilled 
water, may precipitate acute renal failure. Specific 
toxic substances, too, may be responsible. Well 
known in this respect is the ingestion of bichloride 
of mercury, and less well known, but equally as 
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@ Shock 


@ Cardiac Failure 
@ Dehydration 


@ Electrolyte Depletion 


@ Heavy Metal Poisoning 


Obstruction of the 
Urinary Tract 


@ Bacterial Endocarditis 


Figure 1. Specifically remediable acute renal failure. 


dangerous, the ingestion or inhalation of carbon 
tetrachloride, particularly when associated with 
alcoholic intake. 

The administration of sulfonamides may also 
cause acute renal failure. Here the lesion may be of 
two types. While the blockage of urinary passages 
by concretions of sulfonamides is well known as the 
result of excess administration in the presence of de- 
hydration, this has become a relative rarity. Perhaps 
more common, and certainly more dangerous, is a 
specific sensitivity to sulfonamides during which the 
kidneys react by developing glomerulitis and arteritis 
which result in anuria. In many of the cases, specific 
causes such as those listed above are not immedi- 
ately detectable, although the clinical course follows 
the same pattern. 

It should be obvious from the foregoing that many 
of the causes of acute renal failure are entirely pre- 
ventable. This has been stressed by many authors. 
Chief among these causes is failure to maintain an 
adequate state of hydration or circulating blood 
volume. In the experimental animal, the precipita- 
tion of acute renal failure is greatly facilitated by 
the presence of dehydration or shock, and it is only 
too easy to see in analysis of clinical cases the ap- 
plication of these experimental data. 


If shock and dehydration contribute to the pre- 
cipitation of this syndrome, it must follow that 
correction of the hypotensive state or of disorders of 
fluid and electrolyte balance should prevent entirely 
or abort the early stages of the process. Indeed, 
this proves to be the case. The administration of 
blood, plasma, or suitable electrolyte solutions early 
in the stage of oliguria, may frequently result in a 
resumption of urine flow. The selection of cases for 
this form of therapy, however, demands the utmost 
skill on the part of the physician since, if the anoxic 
lesion has already occurred and necrosis of cells has 
been completed, no amount of fluid is going to force 
a diuresis, and administration in excess may result 
in overhydration, pulmonary edema, and death. 


Preliminary Treatment 


Thus, the first problem for the physician who is 
confronted by a case of acute renal failure is whether 
the lesion is immediately remediable (Figure 1). 
Careful evaluation of the cardiovascular status, in- 
cluding blood pressure, a survey of the state of hy- 
dration by history, physical examination, and blood 
analysis, is of the utmost importance. If doubt exists, 
a therapeutic trial may be made cautiously, with the 
point well in mind that overenthusiastic fluid admin- 
istration may be disastrous. 

Specific therapy, administered in the case of at 
least one nephrotoxic agent, may also prevent acute 
renal failure. Thus the prompt treatment of bi- 
chloride of mercury poisoning with BAL may well 
avoid a fatal anuria. 

Occasionally, acute glomerulonephritis may be 
present with the picture of anuria or oliguria. Here a 
careful history and examination of the urine may 
often settle the problem. 

The physician confronted with the differential 
diagnosis of acute anuria should think first of the 
immediately remediable situations and, in addition 
to the foregoing, should keep in mind the obstruc- 
tive uropathies due to carcinoma of the prostate, 
carcinoma of the cervix, or ureteral calculi. Here, 
the passage of a ureteral catheter may quickly solve 
a potentially ominous problem. 

When these possibilities have been surveyed, and 
it becomes apparent that they have been ruled out, 
what further therapeutic approaches must we con- 
sider? Frequently stressed is the administration of 
sodium bicarbonate or sodium lactate solutions fol- 
lowing intravascular hemolysis due to incompatible 
transfusion or accidental infusion of distilled water. 
The rationale for this form of therapy stems from the 
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fact that it has been shown that acid hematin, which 
is the excreted product of hemolysis, is more soluble 
in alkaline urine than in acid urine. Increasing its 
solubility thus may prevent its precipitation in the 
tubule and may possibly abort renal failure. We have 
learned, however, that the precipitation of heme 
products in the tubules is not the sole cause of 
anuria. 

It is permissible, however, to attempt to alkalize 
the urine if one remembers that the alkalization of 
urine following the administration of sodium bicar- 
bonate or lactate solutions depends upon some de- 
gree of adequate renal function. If this is present, 
the administration of 6 to 8 Gm. of sodium bicar- 
bonate will perform this task, and if renal function 
at that point is inadequate, the administration of 
more will be of little avail and, indeed, may result in 
loading the body fluids with sodium which cannot 
be excreted. 

The use of intravenous procaine, of lumbar sym- 
pathetic block, and of spinal anesthesia has been ad- 
vocated on the basis that some sort of reflex renal 
vasoconstriction may occur which impairs the blood 
supply to the functioning area of the kidney, and 
that prevention of this constriction may be accom- 
plished by blocking the sympathetic nervous system 
with these agents. Although all of these metheds 
have had their advocates, the relation of the pro- 
cedure to resumption of urine flow is so nebulous 
and the instances of failure so numerous that their 
value at the present time is extremely questionable. 
A similar view must be taken of the practice of de- 
capsulation of the kidney, which is further to be 
condemned because of the operative trauma in- 
volved. 


Treatment of Anuric Phase 


Once the question ofimmediate and specific thera- 
peutic methods has been dealt with and the problem 
of anuria persists, the program should be oriented 
toward maintenance of the patient in the best possi- 
ble state until renal function has resumed. This 
process may take days or weeks, and frequently it is 
not possible to predict the onset of the diuresis from 
the severity of the initial insult. In general, the 
average duration is from five to ten days, with peri- 
ods of anuria or severe oliguria prolonged beyond 
three weeks a rarity. The maintenance program may 
be conveniently considered in four categories: (1) re- 
placement of water, (2) replacement of electrolytes, 
(3) provision of calories, and (4) therapeutic ad- 
juncts. 


GP « June, 1953 


Replacement of Water. There is no question but 
that improvement in our concepts of fluid adminis- 
tration to patients with acute renal failure has re- 
sulted in greatly improving the prognosis. Some 
familiarity with body water requirements and the 
realization that excess fluid load may result in heart 
failure have resulted in increased survival and de- 
creased morbidity. 

A rough program for water replacement may be 
calculated in the following terms (Figure 2): The 
daily insensible water loss for the normal adult is 
approximately 0.6 cc. per kilogram of body weight 
per hour. For the 150-pound man, this is approxi- 
mately 1,000 cc. of fluid a day. This 1,000 cc. is the 
amount of water lost through the lungs and skin ex- 
clusive of gross sweating. It varies, of course, with 
body temperature and with the external environ- 
mental temperature and humidity. It has been esti- 
mated, for instance, that an increase of roughly 13 
per cent occurs for each degree above 30 degrees 
centigrade that the external environmental tempera- 
ture rises. Some correction must be added for losses 
by the sweat glands. 

To the figures thus obtained must be added any 
volume of urine that is obtained, as well as losses 
from the gastrointestinal tract secondary to diarrhea, 
vomiting, or tubal drainage. In this connection, it 
must not be forgotten that in ascites or intestinal 
obstruction, fluid may accumulate within the body 
and yet remain unavailable to the general circula- 
tion. From the figures thus obtained, some 300 to 
500 cc. a day may be deducted as a result of water 
formed or released in the body by oxidation proc- 
esses. 

The average water replacement for the anuric 150- 
pound man without other losses amounts to about 
600 to 700 cc. a day. These figures give but a crude 
basis for calculation. They do, however, form some 
sort of framework for therapy, and it is fortunate 
that in most hospitals there exists a method whereby 
these estimates can be checked from day to day. 
Such a check is found in accurate daily weights. It 
should be obvious in the patient whose caloric in- 
take is inadequate to meet his daily needs that a gain 
in weight can only be due to excess fluid adminis- 
tration. It is equally true, but not so obvious when 
following the patient from day to day, that failure to 
lose weight on an inadequate caloric intake is also 
indicative of too much fluid and, over a long-term 
period, this may be equally hazardous. If our calcula- 
tions, therefore, do not meet the critical weight test, 
it is of crucial importance that fluid be drastically 
restricted until a weight loss of perhaps one-half 
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pound to as much as one pound per day is realized. 
Electrolyte Replacement. Electrolytes should be re- 
placed as lost, but there is no necessity for the ad- 
ministration of solutions containing sodium until 
loss has occurred. The source of such losses is im- 
portant in considering the type of solution to use, 
since losses from the stomach are high in chloride 
and low in sodium, while losses from the lower gas- 
trointestinal tract contain less chloride and more 
bicarbonate with a higher proportion of sodium. 


DAILY FLUID REPLACEMENT 


may be due to excess administration of water and 
under these circumstances, the treatment of choice 
is to restrict water administration drastically. 

We know, too, that in severely ill patients, partic- 
ularly those with congestive heart failure and mal- 
nutrition, the concentration of sodium and chloride 
in the extracellular fluid may be low possibly as a 
result of shift of these electrolytes into the intra- 
cellular compartment. Under such circumstances, 
attempts to raise the serum levels by the administra- 
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Figure 2. Daily fluid replacement in acute renal failure. 


Losses from vomiting and Levine tube drainage 
may be replaced by equal volumes of a solution con- 
taining one-half physiologic saline and one-half glu- 
cose and water. Losses from the lower intestinal 
tract could contain sodium bicarbonate in higher 
proportion than that of sodium chloride. Solutions 
containing potassium should never be used in the treat- 
ment of the patient with acute renal failure. 

Low serum concentrations of sodium and chloride 
are not infrequently observed during the course of 
acute renal failure. If the diminution in concentra- 
tion is due to losses of these electrolytes, it may be 
possible to correct them with 3 or 5 per cent sodium 
chloride. Frequently, however, such hypochloremia 


tion of sodium chloride may be ill-advised. Recent 
evidence that the production of water as a result of 
oxidation processes in the body may be greatly in 
excess of our previous calculations suggests that 
hypochloremia and hyponatremia may be a dilution 
effect. 

Since it is frequently difficult to appraise correctly 
the situation which has resulted in hyponatremia, a 
practical approach to therapy is to restrict water and 
administer small amounts of hypertonic saline (250 
to 300 cc. of 5 per cent sodium chloride). If on this 
regimen, the patient appears clinically better, and 
the serum sodium and chloride levels rise without 
inducing peripheral or pulmonary edema, we have 
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taken a step in the right direction. If, however, there 
is no Clinical or chemical benefit to be seen, hyper- 
tonic saline infusions should be abandoned. 

Provision of Adequate Calories. As a general rule in 
the treatment of acute renal failure, a major effort 
should be made to provide as many calories as pos- 
sible within the volume of fluid to which one is 
restricted by the considerations previously dis- 
cussed. This is frequently difficult because oral in- 
take is prohibited by nausea and vomiting. On the 
other hand, the provision of a high caloric intake by 
concentrated solution of glucose given by vein may 
frequently result in thrombosis of the vein because 
of the hypertonicity of the solution. 

A simple and effective solution to this problem 
may be found in the administration of 50 per cent 
glucose by means of a plastic catheter placed in the 
femoral vein. This catheter may be inserted through 
a 14-gauge needle after venipuncture of the femoral 
vein. The needle is then withdrawn and the plastic 
catheter is threaded 6 to 8 inches up into the iliac 
vein and inferior vena cava. Suitable catheters of 
polyvinyl chloride may be autoclaved and kept sterile 
for such procedures. 

The use of 50 per cent glucose solution satisfies 
the requirements of high caloric content in a small 
volume of fluid, and its infusion into such large veins 
with rapid blood flow prevents irritation and throm- 
bosis by the hypertonic solution. In this way, 200 
Gm. of glucose may be infused in 400 cc. of solu- 
tion, thus providing 800 calories in a very small vol- 
ume of fluid. The catheter should not be kept in the 
same vein for more than ten days at the most, be- 
cause of the dangers of infection; however, it may 
be inserted on the opposite side if the need for its 
use extends beyond ten days. 

Whatever the method of administration, it is es- 
sential that at least 100 Gm. of glucose per day be 
provided. Gamble has shown that in the normal 
adult the provision of 200 or 300 Gm. of glucose re- 
sults in little further protein-sparing action, while 
100 Gm. is adequate to prevent ketosis from incom- 
plete fat oxidation. Since the results of protein 
breakdown are the liberation of nonprotein nitrogen 
products into the extracellular fluid where they can- 
not be excreted, it is important to devise methods of 
preventing excess protein breakdown by the provi- 
sion of adequate nonprotein calories from other 
sources. 

In this regard, it is well to consider for a moment 
the provision of large amounts of nonprotein cal- 
ories by the administration of emulsified fat and 
glucose. Such a regimen has been advocated by 
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Borst and Bull whose custom it is to utilize butter 
and sugar balls or soup, administered when possible 
by mouth or, in instances where nausea is prohibi- 
tive, by dripping it into the stomach through a plas- 
tic gastric tube introduced through the nose. In this 
way, these authors claim that 2,000 to 2,500 calories 
per day may be administered. When the patients 
vomit, as they frequently do, the vomitus is strained 
through cloth and introduced again through the 
nasal tube. A commercial preparation of emulsified 
fat with glucose has recently been marketed. At- 
tempts to administer such a preparation by vein are 
at present limited in application because of con- 
comitant pyrogen reactions. 

One must realize, however, before attempting to 
utilize such dietary regimens that frequently the 
causes of acute renal failure are identical with those 
known to produce a catabolic or protein breakdown 
response that cannot be influenced in its early stages 
by the administration of large amounts of calories. 
Furthermore, if the disease, as we have indicated, is 
a self-limited process, the vast majority of patients 
have adequate body fat stores which will be burned 
for their caloric value as easily as emulsified fat mix- 
tures given by mouth or vein. Although such a 
regimen has real value in the treatment of chronic 
renal failure in which fat stores have been depleted 
and in which no acute catabolic phase is present, 
their use in the treatment of acute renal failure is 
still open to some question. There can be no ques- 
tion, however, about the absolute necessity for the 
provision of at least 100 and preferably 200 Gm. of 
glucose each day. 

Therapeutic Adjuncts. In the experimental animal, 
it has been shown that the administration of testos- 
terone proprionate gives prolonged survival follow- 
ing anuria. In all probability, this is due to the in- 
hibiting effect of testosterone upon protein break- 
down. Although this cannot be proved statistically 
in clinical trial, it is probably of value when admin- 
istered to the average adult patient in doses of 50 
mg. initially, and 25 mg. a day for a period of a week 
to ten days. 

Since infection increases protein breakdown, with 
resultant liberation of nonprotein nitrogen sub- 
stances into the blood, it is important that infections 
be controlled with antibiotics and surgical measures 
when indicated. It is true, also, that mobilization of 
the patient tends to decrease protein breakdown, 
and where this is possible, it may be of real impor- 
tance both in its relation to metabolic phenomena 
and to the prevention of phlebothrombosis. 
Obviously, where pulmonary edema or congestive 
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Figure 3. Hazards in acute renal failure. 


heart failure has resulted, digitalis should be ad- 
ministered. However, under the circumstances of 
severe uremia, digitalis tends to be less effective 
than in uncomplicated congestive heart failure. Digi- 
talis should never be given intravenously to a pa- 
tient with acute renal failure, since death from car- 


diac arrhythmias following intravenous administra- 
tion has been observed on many occasions. 

Obviously, also, adequate vitamin preparations 
should be used parenterally to cover the administra- 
tion of glucose. Inevitably, the patient with acute 
renal failure develops anemia. This results in part 
from a tendency of such patients to hemolyze red 
blood cells, in part from a toxic inhibition of the 
bone marrow by the uremia, and in part from an 
uninhibited tendency to phlebotomize such patients 
for the procurement of blood chemistries. Anemia 
of acute renal failure does not respond to any of the 
hematinic agents. The administration of small 
amounts of freshly packed red blood cells may tend 
to correct the disorder, but it should be realized 
that it is certainly not necessary to maintain a nor- 
mal hemoglobin in such patients. It is enough to 
maintain such patients with a hematocrit between 
25 and 30 by the transfusion of packed red blood 
cells. Indeed, it is obvious in following many of these 
patients that they may spontaneously level off in 
this hematologic area without the benefit of specific 
therapy. 

Treatment by Dialysis. The treatment of patients 
with acute renal failure by use of the artificial kid- 
ney is of real value in properly selected cases. 
Where facilities exist for the use of this technique in 
experienced hands, it has been a valuable adjunct to 
other methods of treatment in particularly difficult 
cases. In the patient whose clinical problem is com- 
plicated by sepsis or trauma or other factors which 
tend to increase protein breakdown, such a method 
of removing protein metabolites is particularly im- 
pressive. In other uncomplicated patients, severe 
vomiting and apathy may be eliminated, and the 
patient made more alert and active. 

Other methods of extrarenal removal of metab- 
olite, such as peritoneal irrigation and lavage of the 
gastrointestinal tract, have been of value in the hands 
of those who have had considerable experience with 
them. It should be emphasized, however, that such 
measures are never a substitute for good conserva- 
tive treatment, but they may be of real importance 
and occasionally lifesaving in the acutely ill patient 
where conservative measures alone are inadequate. 


Management of Complications 


The physician who treats acute renal failure must 
carefully have in mind a number of complications 
which may appear in the course of the disease 
(Figure 3). 

Pulmonary Edema. As has been mentioned before, 
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in the vast majority of cases careful attention to 
fluid balance may obviate this, and indeed once it 
has been precipitated, the usual methods for the 
treatment of acute pulmonary edema plus subse- 
quent drastic reduction of fluid intake may be of 
benefit in spite of continued anuria. 

Potassium Intoxication. The problem of acute 
spontaneous potassium intoxication is a difficult 
hazard and often ends fatally. The accumulation of 
potassium from ill-advised ingestion of potassium- 
containing food or fluid, plus that accumulated in 
the extracellular fluid when liberated from body 
protein by catabolic processes, is one of the real 
hazards of the clinical course of the anuric patient. 
Fortunately, in the majority of patients it may not 
occur. However, patients with infection, with large 
areas of traumatized tissue, with collections of un- 
drained blood are all exposed to situations in which 
rapid accumulation of potassium may be a real 
problem. 

Current experience indicates that the mode of 
death in this situation is due to the effect of high 
concentrations of potassium upon cardiac conduc- 
tion, and that the fatal cases are due to impairment 
of the conducting system with resultant ventricular 
flutter, fibrillation, and death. 

The methods of treatment include first of all, of 
course, its prevention by the prompt treatment of 
infection, excision of necrotic tissue, and drainage 
of accumulations of blood, where this is possible. 
The provision of adequate calories as has been em- 
phasized also prevents excess protein breakdown 
with liberation of its metabolites including potas- 
sium. 

Specific measures which have been advocated in- 
clude use of the cation exchange resins. These sub- 
stances when given by mouth exchange hydrogen or 
ammonium ions for potassium in the small bowel, 
thus removing it from body fluids. Unfortunately, 
the anuric patient is frequently unable to take these 
substances by mouth. In such circumstances, they 
may be instilled in a tap water enema containing 50 
Gm. of the hydrogen or ammonium resin to about 
200 or 300 cc. of tap water. This should be retained 
for two to three hours and then expelled. Although 
this procedure has much theoretical benefit, the 
difficulty in retaining such enemas, and the uncer- 
tain effect reduce its value as a therapeutic pro- 
cedure. 

The incidence and progression of acute spon- 
taneous potassium intoxication may be well followed 
by serial electrocardiograms, even where serum po- 
tassium determinations are not easily available. Once 
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Figure 4. The artificial kidney. In operation, the large drum 
contains the patient’s blood spread out over a semipermeable 
membrane. As the drum revolves, it is in contact with an 
electrolyte bath beneath. Dialysis through the semiper- 
meable membrane restores blood chemical values to normal. 


the chemical changes have become manifest in the 
electrocardiogram, and it is obvious that the situa- 
tion is rapidly progressing, the forms of therapy 
must be more drastic. 

If the ventricular complexes show far-advanced 
disintegration, the infusion of 3 or 5 per cent sodi- 
um chloride or bicarbonate solution will be of im- 
mediate benefit. It should be emphasized that this 
measure should be utilized only where the thera- 
peutic problem is urgent, since the benefit of such 
infusions may be of less than two to three hours’ 
duration, and it entails definite disadvantage of 
loading the patient with sodium. Equally to be em- 
phasized, however, is the fact that no other method 
of treatment at present is so rapidly effective in this 
situation. The infusion of hypertonic solutions of 
glucose and insulin are of less rapid benefit, but the 
duration is somewhat greater (approximately four 
to six hours). Here, an infusion of glucose as con- 
centrated as is practical (15 to 25 per cent) should 
be utilized, with insulin in the solution in a ratio of 
one unit to 2 Gm. of glucose. 

Lavage of various portions of the gastrointestinal 
tract with potassium-free solutions, as well as peri- 
toneal irrigation of which a simplified technique has 
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recently been published, and the use of the artificial 
kidney are all effective in the treatment of this 
situation (Figure 4). 


The Recovery Phase 


The usual duration of anuria or oliguria in the 
patient with acute reversible renal failure is any- 
where from two to ten days. It may be as long as 
four weeks although, in general, total anuria or 
severe oliguria of more than three weeks’ duration 
is usually a sign of irreversible renal disease. 

The elaboration of urine may begin in one of sev- 
eral ways. Rarely the patient may go from total 
anuria to marked polyuria within twelve hours. 
More frequent, however, is the elaboration of incre- 
ments of 200, 300, and 500 cc. of urine per day over 
a period of four to five days. Rarely one sees a pa- 
tient in whom the urine volume appears fixed at 
200 to 500 cc. of urine per day for a period of a 
week or more. The physician should not be lulled 
into a sense of false security by an increase of urine 
volume of 25 or 50 cc. per day, since the extremely 
dilute urine that is put out under these circum- 
stances is of little benefit to the patient in the re- 
moval of nitrogen metabolites until the volume has 
reached one to two liters per day. 

During the diuretic phase, it is not unusual to 
see the nonprotein nitrogen concentration of the 
blood continue to mount. This should not be 
viewed with alarm, since in the face of an increase 
in urine volume, the majority of cases will eventually 
drop their nonprotein nitrogen to normal levels. 

During this period of high urine output, it has 
been frequently stressed by writers on the subject 
that large amounts of sodium and chloride may be 
lost in urine. A word of caution is in order here. In 


KHELLIN FOR ANGINA PECTORIS 


IN ANOTHER evaluation of the effect of khellin in angina pectoris, Conn and co-workers re- 
ported that the drug is a potent vasodilator but impractical for most patients because of 


the first place, if the patient has been previously 
overloaded with salt and water, such a diuresis may 
well represent a loss of accumulated edema. This is 
particularly true in the post-partum patient who 
becomes anuric at term and has not experienced the 
usual post-partum diuresis. Under such circum- 
stances, the administration of salt and water, as 
gauged simply by urine output, may simply perpet- 
uate the edematous state. 

Occasionally one sees excess sodium wasting in 
the urine, but almost as frequent has been marked 
sodium retention which is particularly likely to oc- 
cur in the anuric patient when accompanied by cen- 
tral nervous system signs or symptoms. A good 
general rule for the management of such patients is 
that once diuresis has occurred, and the patient is 
able to ingest food and fluid freely, it is rare to see 
salt and water depletion. 

The majority of patients with acute renal failure 
who recover following spontaneous diuresis have 
few residual signs or symptoms of renal disease. 
The last clinical test of function to return to normal 
is the ability to concentrate the urine; however, 
finer tests of renal function, such as the inulin and 
paraminohippurate clearance tests, show some clin- 
ical reduction in kidney function which may be per- 
manent. Such reduction, however, may not be ac- 
companied by clinical signs or symptoms and may 
be consistent with perfectly normal activity. 

The problem of acute renal failure is one which 
is not common in general clinical practice. Since it 
is frequently seen, however, on a preventable back- 
ground, and since proper medical management may 
enable a critically ill patient to recover completely, 
the principles of recognition, prevention, and treat- 
ment of the established syndrome are particularly 
important in modern medical practice. 


a high incidence of toxic side effects. In forty-two cases, the results of treatment were judged 
on the basis of number and severity of anginal attacks and the number of nitroglycerin 
tablets used. Some patients received injections of the drug as adjunctive therapy to the tablets 
they were taking by mouth. The tablets used in this study were uncoated. The results were 
neither better, in terms of amelioration of angina, nor worse, in terms of toxic side effects, 


than when coated tablets had been used. 


Although khellin provided a favorable clinical response in 60 per cent of cases, the inci- 
dence of nausea and vomiting was high enough (50 per cent) to preclude truly efficient trial 


of the drug. (Ann. Int. Med., 38:23, 1953.) 


GP « Volume Vil, Number 6 


{ 
| 
| 
| 
| 3 
7 
ae 
: 
{ 


BY CHARLES W. BURKLUND, M.D. 
Sub-Department of Neurosurgery, Albany Medical College, Albany, New York 


Intracranial noises, audible through a stethoscope, may be vascular or ventricular in origin. Continuous 


vascular murmurs having a systolic accentuation are most important—usually represent arteriovenous 
fistula that may require surgical treatment. Ventricular noises are gurglings that result from mixture of air 


with cerebrospinal fluid. 


This brief report is presented in an attempt to 
stimulate a rebirth of interest in auscultation of 
the skull and its contents. This portion of the ex- 
amination is all too frequently neglected. When 
patients complain of “head noise,” this simple 
procedure is indeed indispensable. 

An example is the case reported by Campbell and 
Gottschalk in the Journal of the American Medical 
Association in 1938. This was a 27-year-old white 
male complaining of convulsive seizures of three 
weeks’ duration. No abnormal neurologic findings 
were made out, but x-rays of the skull revealed an 
osteoma of the left frontal sinus. Later he developed 
supraorbital headache and noticed a gurgling sound 
in his head. Auscultation of the skull then affirmed 
the complaint of a gurgling sound on movement of 
the head. X-rays revealed air in the left lateral 
ventricle (Figure 1). Operative removal of the 
osteoma was followed by uncomplicated recovery. 

In another case, a 25-year-old woman had been 
having convulsive seizures on the left side. She had 
also been troubled with sporadic headaches and a 
noise like a “roaring on a train” for some time. 
Two pneumoencephalograms had been performed. 
Another pneumoencephalogram had been con- 


templated when auscultation of the skull verified 
the noise heard by the patient. A loud continuous 
murmur was present over the right side, maximal 
at the vertex, with systolic accentuation. Right 
carotid arteriogram revealed an arteriovenous fistula 
near the midline on the right side (Figure 2). 


Figure 1. Demonstrating air in the ventricular system and 
the frontal osteoma. (Reprinted from J.A.M.A. 111, pp. 
231-241, 1938, courtesy of Campbell and Gottschalk.) 
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Figure 2. Demonstration of arteriovenous fistula. 


Origin of Intracranial Noises 


Auscultatory sounds from the cranial cavity vary 
in type and importance. Some are indicative of 
serious conditions, others are without meaning. 
These sounds may (1) originate from within the 
skull or (2) be transmitted from other parts of the 
body. Those transmitted from a distance will not 
be considered here, but their most frequent origin 
is cardiac or from lesions in the cervical region 
which compress the major vessels. 

Sounds originating in the skull arise from two 
sources: (1) vascular, (2) ventricular. Vascular 
murmurs may be systolic, continuous, or continuous 
with systolic accentuation. 

Systolic Murmurs. These are frequently found in 
anemic patients, less frequently in adults than in 
children. In many of the cases of unknown etiology 
reported in childhood, anemia is probably the 
cause. 

However, no cause is demonstrable in many 
apparently normal children, under the age of 4, 
who have this type of murmur. 


Continuous Murmurs. These may result from 
kinking of blood vessels in patients with increased 
intracranial pressure and have been reported with 
neoplasms of the posterior fossa, but are quite rare. 
They are fairly common, however, in congenital 
hydrocephalus. This sound may occur with neo- 
plasms which are very vascular, e.g., angiomas 
and meningiomas. This, also, is unusual: Cushing 
reported but one case of bruit in his large series 
of meningiomas. 

Systolic Accentuation. Except for the systolic 
murmurs, without cause, heard in childhood, the 
continuous bruit with systolic accentuation is most 
common and is by far the most important. The 
character and quality of this sound is the same as 
that from arteriovenous communications occurring 
in other parts of the body. The carotid-cavernous 
fistula is most frequently the source of this type of 
bruit. Carotid-cavernous connection may result 
from spontaneous rupture of an aneurysm of the 
intracavernous portion of the carotid or as a result 
of basilar skull fracture with concomitant injury of 
both vessels. Arteriovenous communications in the 
brain or in the orbit account for the remainder of 
this group. 

Ventricular Sounds. Finally we come to those 
sounds of ventricular origin. They are the result of 
a mixture of air and fluid, instead of fluid alone 
being present in the system. Patients who have had 
diagnostic air injections frequently demonstrate 
this bruit if auscultation is carried out. Spontaneous 
pneumocephalus, producing the same effect, results 
from communication between the frontal sinus and 
lateral ventricle, either as a result of erosion by 
neoplasm, or from trauma. The sound is one of 
gurgling whenever the head is moved quickly in 
any direction, such as may be heard when a full 
jug is turned upside down and allowed to drain. 
The noise may be loud enough for the patient 
himself to be aware of it. X-ray examination of the 
skull in these instances reveals an outline of the 
ventricular system. 
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Study of 200 consecutive cases of proved acute 
myocardial infarction revealed that one out of 
every seven patients did not have a diag- 
nostic pattern on the first electrocardiogram. 


Delayed ECG Changes 
Jn Acute Myocardial Jufarction 


BY MAURICE FELDMAN, JR., M.D., 
HOWARD F. RASKIN, M.D., 


AND T. CONRAD WOLFF, M.D. 
University of Maryland School of Medicine, Baltimore, Maryland 


Tuere have been many reported cases of suspected myo- 
cardial infarction in which the first electrocardiogram 
was not diagnostic. In some cases changes have not ap- 
peared for a week or more. No specific information was 
found on this subject in a survey of the literature and in 
the standard texts. Two hundred consecutive electro- 
cardiographically proven cases of acute myocardial in- 
farction admitted to Mercy Hospital were studied. 

In this study we attempted to correlate the electro- 
cardiographic findings with the duration of symptoms 
before the electrocardiogram was taken. This was diffi- 
cult in some cases for two reasons, First, many patients 
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had premonitory “anginal” symptoms, making the on- 
set of the acute myocardial lesion difficult to determine. 
Other patients had repeated episodes of pain, often 
after the first electrocardiogram was taken, and no one 
could be certain that the infarction did not begin with a 
later rather than with the first episode of pain. The 
occurrence of fever, elevated sedimentation rate, and 
cardiac failure were useful guides in this respect. 

Another unavoidable difficulty was that the electro- 
cardiograms were taken at variable times after the onset 
of the clinical picture and were repeated at varying in- 
tervals. Some were taken within a few hours, others sev- 
eral days later. Many of the patients did not enter the 
hospital until a few days after the onset; many did not 
call their physicians promptly. Electrocardiograms were 
recorded on all, within twenty-four hours of admission 
to the hospital. The patients included both white and 
colored, and they varied in age from 29 to 80 years. As 
in other studies, males predominated. The electrocar- 
diograms were read by one of us (T.C.W.) and included 
three chest leads in the 2, 4, and 5 positions. V leads 
were taken toward the end of the series, and in some 
cases additional leads were also taken. 

Our study revealed the following facts. Fourteen per 
cent of all the patients did not reveal a definite diagnos- 
tic pattern in their first record ; 42 per cent of this group 
had electrocardiograms within twenty-four hours of the 
onset of symptoms. Only 34 per cent of those patients in 
whom the first record was diagnostic were taken within 
the first twenty-four hours. This suggests that the non- 
diagnostic tracings were in general taken earlier after 
the onset of the infarction. 

Two factors, the age of the patient and the location of 
the infarction, had no apparent influence on the time of 
appearance of the diagnostic electrocardiogram. An- 
other important consideration was the extent of the le- 
sion. We observed that the more serious, and especially 
the fatal cases, nearly always belonged to the group 
showing a diagnostic primary electrocardiogram. 

In analyzing the twenty-eight examples of delayed 
electrocardiograms (14 per cent of the total), we found 
that three of the patients had normal initial records. 
Nine initial tracings showed varying nonspecific abnor- 
malities, while the other sixteen were suspicious of in- 
farction, but were by no means diagnostic. Presumably 
if a greater proportion of initial tracings were recorded 
within the first twenty-four hours, the incidence of non- 
diagnostic records would be even higher. Our findings 
emphasize that serial electrocardiograms are essential 
for proper diagnosis of a substantial number of cases of 
myocardial infarction. 
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Practical Therapeutics 


BY CHARLES E. RATH, M.D. 
Georgetown University School of Medicine, Washington, D.C. 


Everyone is familiar with the tremendous contribu- 
tion that blood transfusion has made toward the re- 
duction in morbidity and mortality in the care and 
treatment of patients in the practice of medicine 
and on the battlefield. Physicians and laymen alike 
have been proud of the great strides in making this 
therapeutic tool safer and more readily available. 

As blood has become more readily available, its 
use has greatly increased (over 3,000,000 transfu- 
sions in the United States last year), and the han- 
dling of the blood has passed from physicians to 
technicians. As a result there has been a tendency 
for physicians to become less acutely aware of the 
many hazards involved in the use of blood, and in 
some instances, they have administered blood for its 
“cosmetic” effect in patients not anemic or in ane- 
mic patients in whom the more conservative agents, 
ferrous sulfate or Bj2, would be more appropriate. 

The practicing physician is intimately involved 
in the problem of the adverse effects of blood trans- 
fusion, because he is always responsible for what 
happens to his patient and is always named as a de- 
fendant in any suit based on a transfusion reaction. 
It is thus pertinent and appropriate for the physi- 
cian to be familiar with the techniques employed in 
the bank supplying him with blood and to ascertain 
that proper precautions are being taken. 

There is probably no biologic product in current 
medical therapy which carries with it more possible 
sources of dangerous error than blood. This is true 
because of the large number of persons handling 
the blood from the time it is obtained from the 
donor until it is administered to the patient and 
because of the uncontrollable complicating features 
which prevent rigid standardization of procedure. 
Thus the tubing, needle, or preservative solution 
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HAZARDS OF BLOOD TRANSFUSIONS 


used in drawing the blood may become contami- 
nated; the donor may have an undetectable virus 
hepatitis or other transmissible infection ; the donor 
may have an unusual antibody in high titer; errors 
may be made in the original typing of the donor 
blood; pilot tubes may be mixed; the blood sample 
from the recipient for cross-matching may be drawn 
from the wrong patient or mislabeled; the busy 
blood bank technician may record the results on the 
wrong sheet; two bottles properly cross-matched 
may be interchanged and given to the wrong pa- 
tients; the storage refrigerator may become dis- 
connected with rise in temperature favoring bac- 
terial growth and deterioration of red cells; a pint 
of blood may be removed from the storage refriger- 
ator for several hours for use in one patient, and 
later returned unused but contaminated for use in 
another patient; cross-matching in a saline rather 
than serum may fail to detect incompatibilities ; and 
weak or deteriorated. typing sera may result in 
errors in typing. 

Fortunately these and most other causes of error are 
well controlled by modern techniques and by scrupulous 
care. However, the incidence of fatal reactions to 
blood transfusion continues to be approximately 
that of appendectomy and, in addition, there are 
many more nonfatal but nonetheless disturbing and 
expensive reactions that occur. The number of 
these reactions can be further reduced by the elimi- 
nation of “‘cosmetic” transfusions, i.e. transfusions 
that may enrich the color of the patient and im- 
prove the feeling of well-being in both patient and 
doctor without contributing vitally to the survival 
or recovery of either. For some reason difficult to 
fathom, it has been the author’s observation that, in 
the majority of fatal transfusion reactions he has 
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seen, the indication for blood was highly ques- 
tionable. 


Clerical Errors. This type of error is fortunately 
rare but will continue to occur from time to time as 
long as the processing and administration of blood 
remains in human hands. An overworked technician 
under pressure may inadvertently record the results 
of a perfect cross-match on the data-sheet of a pa- 
tient of a different type. 

When an individual who is not acquainted with 
the patient is asked to draw the blood sample from 
the recipient to be used in the cross-match, there is 
the surprising danger of mistaken identity. Patients 
in hospitals are sometimes confused and tend to re- 
ply affirmatively to most questions. Thus it is not 
sufficient to ask the patient if his name is Jones, 
because he is likely to say “yes”? even when his 
name is actually Spinelli or McTiernan. The author 
knows of three such errors which were fortunately 
detected before an amount of blood sufficient to 
produce a fatality had been administered. In a hos- 
pital there are occasions when patients with the 
same or similar names are in the hospital at the 
same time, and occasionally two such persons may 
require blood simultaneously. Without extreme 
caution, such charts, requisitions, cross-matches, or 
bottles of compatible blood, may be interchanged. 

Technical Errors. If weak typing sera are used, 
donors who are type A2 or A2B may be erroneously 
typed O or B; and Rh positive donors may be mis- 
typed Rh negative. If this mistyped blood is used, 
an incompatible transfusion reaction is to be ex- 
pected. This type of error may be avoided by strict 
use of potent typing sera. 

Many incompatibilities cannot be demonstrated 
when the cross-matches are performed in a saline 
medium. Many blood banks now perform all cross- 
matches in albumin or serum rather than saline. The 
serum medium is to be preferred. Even with the use 
of the serum medium, however, some incompatibili- 
ties will be missed. It is best therefore to check all 
doubtful crogs-matches, and the cross-matches of 
all patients who have had previous transfusions, 
with Coombs serum. Coombs serum is prepared by 
injecting rabbits with human serum or human gam- 
ma globulin to produce an anti-human-globulin 
serum. This serum is useful in detecting small 
amounts of antibody globulin not detectable by 
other means. If the cross-match is done in a serum 
medium and checked with Coombs serum, error in 
cross-matching can be practically eliminated. 


General Reactions 


Pyrogenic Reactions. These are quite common and 
occur in 3 to 6 per cent of all transfusions, depend- 
ing on the accuracy of reporting in a given institu- 
tion. Pyrogenic reactions are characterized by a 
chill, or fever, or both occurring thirty minutes to 
several hours after the transfusion is begun. They 
are ordinarily not serious but may cause great dis- 
comfort and, if the reaction is a vigorous one in a 
severely anemic patient or one critically ill, a fatal 
result may ensue. 

Allergic Reactions. These are also common though 
usually mild. They are usually manifested by urti- 
carial wheals which pass in a few minutes or hours. 
They may be severe, manifested by angioneurotic 
edema with involvement of the glottis. 

Allergic reactions are thought to result from the 
response of the recipient to allergens present in the 
donor plasma. Passive transfer of allergy due to a 
specific allergen from a donor to a recipient can also 
occur and may persist for several weeks. 

Ferris, Alpert, and Coakley at George Washing- 
ton University Hospital in Washington, D.C., have 
recently reported an almost complete elimination of 
both allergic and pyrogenic reactions by the routine 
use of 25 mg. of Pyribenzamine solution added to 
the donor blood just prior to transfusion. This does 
not, however, alter the response to incompatible 
blood. 

Reducing the rate of flow of blood so that ninety 
minutes or more are required to complete the trans- 
fusion; warming the patient before transfusion ; and 
the administration of sedation and antipyretic drugs 
such as aspirin; all help to reduce the incidence and 
severity of pyrogenic reactions. 

Circulatory Overload. Elderly patients and indi- 
viduals with congestive heart failure are likely to 
tolerate blood transfusion poorly if great care is not 
taken. This is due in part to the sodium contained 
in the sodium citrate of the preservative solution 
but chiefly to the increase in the blood volume of the 
patient that results at the end of the transfusion. 
This increase in volume roughly equals the volume 
of the transfused blood, i.e., 500 to 1,000 cc. Hearts 
in failure or borderline failure may be unable to 
tolerate this increased load on the circulation. 

The effects of circulatory overload are to produce 
a rise in systemic venous pressure, an increase in 
the amount of blood in the pulmonary blood vessels 
and a diminution in vital capacity. These changes 
produce the symptoms of fullness in the head, tight- 
ness in the chest, dyspnea, and a dry cough. If these 
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symptoms and signs are ignored and the transfusion 
is continued, pulmonary edema soon develops. This 
type of reaction may be seen in elderly patients en- 
thusiastically “prepared” for surgery by the trans- 
fusion of one or more pints of blood they do not 
need, 

In congestive failure associated with severe ane- 
mia, blood transfusion properly administered will 
usually reduce the degree of failure or eliminate it 
completely. In this instance, it is best to remove the 
supernatant plasma under strict sterile precautions 
and administer the sedimented red cells over a 
period of two or more hours. Blood is better toler- 
ated in cardiacs in the sitting position and, in ex- 
treme cases, it is wise to follow the venous pressure 
during the course of administration. The rate of 
flow should be reduced or the transfusion stopped 
if the venous pressure rises significantly. 

Air Embolism. Ten cubic centimeters of air is 
probably sufficient to kill a seriously ill patient. Air 
may be easily introduced into the patient’s vein at 
the beginning of a transfusion or when changing 
from one bottle to another. A source of air embolism 
more likely to be overlooked and therefore more 
dangerous is that which may occur when the sur- 
face of the filter becomes blocked with particles of 
fibrin or clots of blood so that the level of blood 
within the filter falls below the level on the outside 
of the filter and blood becomes mixed with bubbles 
of air. This is most likely to happen toward the end 
of a transfusion and after the same filter has been 
used for more than one pint of blood. Whenever the 
blood is introduced under pressure, this hazard is 
increased. 

The prevention of this hazard calls for a careful 
observation of the patient during the period of trans- 
fusion. Should air embolism occur, the patient 
should be immediately placed in the left lateral posi- 
tion in order to produce an air trap in the right 
ventricle where it is less likely to interfere with 
ventricular contraction and less likely to pass into 
the pulmonary artery and produce obstruction of 
the pulmonary arterioles. Air emboli entering pe- 
ripheral veins, unlike fat emboli, usually obstruct 
pulmonary arteries and arterioles and rarely pass 
through the pulmonary capillaries into systemic 
arterial circulation. The prompt administration of 
oxygen is also indicated. 

Potassium Toxicity. During storage, potassium, 
which occurs in high concentration in the red cells, 
passes out of the red cells into the plasma, yielding 
a progressively increased plasma potassium concen- 
tration. After fourteen days’ storage the plasma 
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contains approximately 100 mg. potassium per 100 
ml. and approximately 135 mg. per 100 ml. after 
twenty-eight days’ storage. 

In the treatment of accident cases or battle casual- 
ties who already have increased plasma potassium 
levels resulting from the liberation of potassium 
from damaged tissue cells, the transfusion of mul- 
tiple pints of blood stored fourteen days or more, 
may result in serious potassium toxicity. Additional 
potassium is liberated due to the more rapid break- 
down of the aged red cells. The problem of potassium 
toxicity resulting from blood transfusion is also 
present in patients with acute renal shutdown from 
other causes. 

This hazard can be removed if fresh blood or 
blood stored for seven days or less can be obtained. 
In the usual transfusion, the level of potassium in 
the transfused blood need cause no concern. 


Transmission of Infections 


Contaminated Blood. Bacterial contamination of 
stored blood is a particularly serious hazard because 
of the difficulties in preventing and detecting it. 
Freshly drawn blood is strongly bactericidal. Ac- 
cordingly, when blood is drawn into a sterile con- 
tainer, the few organisms which may gain access to 
the blood, for example from the skin, have a very 
poor chance of multiplying. Under certain circum- 
stances however, stored blood may become grossly 
contaminated and may cause fatal reactions in 
recipients. 

New light has been cast on this problem by recent 
studies by Borden and Hall in Minneapolis, by 
Braude and his associates at Ann Arbor, and by 
Finch in Seattle. It has been shown that bactericidal 
or suppressive power of blood may be absent ini- 
tially or may be lost upon storage. In these bloods, 
certain bacteria, particularly Gram-negative non- 
spore-forming enteric bacilli such as strains of 
E. coli, enterococci, and A. aerogenes, may multiply 
to as much as ten times the original number in ten 
days, even at the refrigeration temperature of 4° C. 
When these bloods are allowed to stand at room 
temperature for several hours, more rapid multipli- 
cation may occur. Although bacterial contamina- 
tion of blood may cause darkening of the red cells 
and hemolysis which may be seen in the supernatant 
plasma, these signs are frequently absent in con- 
tamination by strains of E. coli and A. aerogenes 
and may be missed unless the blood is cultured. 

Bacterial contaminants may enter stored blood in 
three ways: (1) They may be introduced from the 
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skin or blood stream of the donor. (2) They may 
gain entry through an imperfect seal in the bottle 
cap. (3) Unsterile bottles or donor equipment, re- 
sulting from ‘‘cold spots” in large autoclaves, may 
provide an inoculum of viable organisms. 

The cardinal feature of reactions due to the ad- 
ministration of contaminated blood is peripheral 
vascular collapse which does not respond to therapy. 
Violent chills, high fever, vomiting, and diarrhea 
may also occur. Treatment is unsatisfactory. The 
usual measures to support blood pressure are not 
effective, and the organisms are usually resistant to 
antibiotics. 

Preventive measures include the elimination of 
bloods showing gross hemolysis, and culture of 
bloods kept at room temperature for a period of two 
hours or more before use. Cultures must be done at 
22° C. and 4° C. in addition to the usual 37° C. 
in order to detect the dangerous cryophilic (cold- 
loving) bacteria which may not multiply at 37° C. 

Homologous Serum Hepatitis. Homologous serum 
hepatitis is a virus disease transmissible by human 
plasma or serum. The incubation period is long, 
with a maximum incidence of two to four months 
after the transfusion of plasma or whole blood. Less 
than one cubic centimeter of infected plasma is suf- 
ficient to transmit the disease. 

Since plasma is usually pooled before administra- 
tion, the plasma from one affected donor will con- 
taminate all the plasma in the pool. Thus the inci- 
dence of homologous serum hepatitis is greater fol- 
lowing the administration of pooled plasma than 
after the administration of a single pint of blood 
from a random donor. Because the incubation pe- 
riod is long undoubtedly many cases are not recog- 
nized as being due to the transfusion of blood or 
plasma. 

The disease may be so mild as to pass unrecog- 
nized, or it may produce fatal hepatic necrosis. A 
number of cases are on record of patients who sur- 
vived a serious illness only to die several months 
later as the result of homologous serum hepatitis. 

Neefe and his associates have recently traced the 
donors of a group of patients who developed homol- 
ogous serum hepatitis. Of twelve donors studied 
carefully, they found that none had a history of 
jaundice and all met the usual requirements for 
blood donors. Five of these donors were again used 
as donors on volunteers three to twelve months after 
the original donations that caused hepatitis. The 
recipients of blood from four of these donors also 
developed hepatitis. 

Several methods of killing the hepatitis virus are 


under investigation. Although ultraviolet irradia- 
tion will kill the virus if the exposure is adequate, 
in actual practice there have been a number of cases 
of hepatitis developing after the use of irradiated 
plasma. It is very doubtful that any of the methods 
of killing the hepatitis virus in plasma are sufficient- 
ly effective to afford protection. 

The potential hazard of homologous serum hepa- 
titis should be kept in mind whenever a whole blood 
or plasma transfusion is being considered, and the 
blood or plasma should not be given unless the ex- 
pected benefit to the patient outweighs the danger 
of this disease. 

Malaria and Syphilis. Syphilis may rarely be 
transmitted by blood transfusion. Routine serologic 
testing is not sufficient to eliminate this possibility 
because, in a case of early primary syphilis, the 
spirochetes may be present in the blood stream at a 
time when the serologic tests are negative. Fortu- 
nately, the spirochetes are unlikely to survive stor- 
age for over seventy-two hours at 4° C, 

All species of malaria are able to survive for days 
and even weeks at 4° C. One donor is on record 
whose blood still harbored Quartan parasites thirty 
years after a clinical attack of malaria. Practically all 
infected donors may be eliminated by history, and 
malaria transmitted by transfused blood usually re- 
sponds readily to antimalarial therapy. Malaria and 
syphilis have not been serious problems in blood 
transfusion in this country. 


Hemolytic Transfusion Reactions 


These are reactions associated with an increased 
rate of destruction of the donor or recipient red 
cells. They are in nearly every instance due to the 
transfusion of incompatible blood, but they may 
also result from the transfusion of old or poorly pre- 
served blood, or blood that has been overheated 
prior to administration. The destruction of red 
cells may be intravascular, with rupture of the red 
cells in the blood stream and consequent liberation 
of hemoglobin into the plasma; or the destruction 
may be extravascular, with rapid disappearance of 
the red cells from the blood stream without libera- 
tion of hemoglobin into the plasma. 

The symptoms of hemolytic reactions include 
restlessness, anxiety, flushing of the face, precordial 
oppression and pain, pain in the back and thighs, 
shaking chill followed by a rise in temperature to 
105° F., and in severe cases cyanosis and shock. Not 
infrequently a hemorrhagic tendency develops im- 
mediately after the reaction, and blood may ooze 
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from the venipuncture site or from mucous mem- 
branes. During surgery under anesthesia, uncon- 
trollable bleeding in the operative area may be the 
only clue to a hemolytic reaction. 

Hemoglobin in the plasma can be detected imme- 
diately if a sample is drawn with a clean dry syringe 
and spun down immediately in a clean dry test tube 
with careful precautions in handling of the blood to 
avoid producing hemolysis from faulty technique. 
Intravascular hemolysis of significant degree always 
produces a pink color in the plasma or serum which 
can be easily detected with the naked eye (Figure 1). 
The demonstration of hemoglobin in the plasma is 
the quickest method of confirming the diagnosis of a 
hemolytic transfusion reaction. Hemoglobin may not 
be demonstrated in the urine for some time, and in 
fact it may not appear at all. 

Renal shutdown, partial or complete, may follow 
in a few hours or days and may be the cause of death 
if death has not occurred during the initial phase of 
the reaction. The cause of the renal shutdown is not 
clear. It is probably not due to the effect of the 
hemoglobinemia alone since injections of hemo- 
globin into normal animals have not caused hemo- 
globinuric nephrosis. It is probable that, in most 
instances in which renal shutdown occurs, there is 
pre-existing or associated renal disease independent 
of the effect of hemoglobinemia. 

The immediate therapeutic indications following 
the detection of a hemolytic reaction are: 

1. Stop the transfusion and send the remaining 
blood in the transfusion bottle, along with a fresh 
sample of the patient’s blood, to the blood bank for a 
check on the compatibility, and the immediate 
cross-match of more blood. 

2. Start immediate supportive measures to main- 
tain the blood pressure and prevent shock, such as 
intravenous dextrose (preferably 10 per cent in dis- 
tilled water) plasma, or albumin, whichever is most 
readily available. Saline should be avoided if possible. 

3. Start transfusion of additional blood to combat 
the effects of anemia and decreased blood volume as 
soon as it can be cross-matched and checked. 

4. In patients with evidence of dehydration, two 
or three liters of fluid may be safely administered 
during the first few hours and may prevent renal 
precipitation of hemoglobin by maintaining urine 
secretion. Overhydration, however, complicates the 
later management of the patient if complete anuria 
develops, and should be avoided. 

5. Alkalinization with sodium bicarbonate has 
been recommended in the past to reduce precipita- 
tion of hemoglobin in the tubules, but there is no 
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Figure 1. Test for hemolytic reaction. Patient's 
blood is centrifuged. A pink or red color con- 
firms intravascular hemolysis, and the depth of 
color is proportional to the degree of hemolysis. 


evidence that this is of value once the hemolytic re- 
action has occurred, and it is contraindicated be- 
cause the sodium that is introduced into the system 
increases the hazard of edema and circulatory over- 
load in the event of anuria. 

6. Should total anuria appear and persist for two 
to three days with progressive azotemia and clinical 
deterioration, arrangements should be made, if pos- 
sible, for transportation of the patient to a clinical 
center with access to an artificial kidney. The artifi- 
cial kidney is now a therapeutic tool of established 
value and in this situation is the treatment of choice. 

Dangerous Universal Donor. Over a period of 
years, the impression has developed that donors 
with type O blood, and especially those with type O, 
Rh-negative blood, may be safely used as donors for 
patients with other blood types, even without cross- 
matching. Although this impression is frequently 
correct, there are now many instances on record in 
which type O blood has caused fatal hemolytic reac- 
tions in recipients of other types. This is most likely 
to be true when the O blood is given to type A pa- 
tients because of the fact that some type O donors 
have hemolysins and/or very high titer anti-A 
agglutinins which, if of the immune type, are not 
neutralized by the group specific A substance. It 
has been shown that the anti-A titers of type O in- 
dividuals may be stimulated to high levels, which 
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persist for many years, by the administration of 
horse serum (tetanus antitoxin, etc.), tetanus toxoid, 
and certain vaccines. 

There can be no question but that it is highly 
desirable to avoid the use of type O blood except in 
transfusing type O recipients. In the event of emer- 
gency when blood is urgently needed and the ap- 
propriate type is not available, type O blood may be 
used as a lifesaving measure provided the titer does 
not exceed 1:128 and can be neutralized by the AB 
group specific substance of Witebsky. 

The Problem of the Az Recipient. Individuals who 
are shown to belong to type A by the use of potent 
anti-A typing serum actually belong to two sub- 
groups of A, namely, A; and Ag. Patients with Ag 
blood occasionally have anti-A; agglutinins which 
may increase in titer following multiple transfusions 
with A, blood, to the point that a hemolytic reaction 
may result. This problem exists only in patients re- 
ceiving repeated transfusions. A, individuals may be 
separated from Ag individuals by the use of absorbed 
anti-A serum which will agglutinate A; cells but not 
Ag cells. 

The Problem of Isosensitization. Isosensitization 
means sensitization of an individual to a normally 
occurring blood group, usually a result of transfu- 
sion. There are now recognized seven separate blood 
group systems in addition to the ABO and the Rh 
blood group systems, making nine separate systems 
in all. In the average blood bank, only the ABO and 
the Rh types are determined. Accordingly, when- 
ever a donor and recipient are matched for these 
two systems, there is at least an 80 per cent chance 
that the donor cells contain one or more blood 
group antigens lacking in the recipient. 

It is fortunate that these other blood types are 
only weakly antigenic and rarely cause difficulty. 
In at least 95 per cent of the clinical difficulties, the 
blood groups A, B, or Rh (D) are involved, but five 
of the remaining seven blood group systems have 
been known to cause hemolytic reactions or erythro- 
blastosis fetalis. As has been pointed out earlier, 
many of these incompatibilities will be missed if the 
cross-matching is performed in a saline medium, 
but probably all will be detected if the cross-match is 
performed in a serum medium and checked with 
Coombs serum. 


Other Hematologic Problems 


Erythroblastosis Fetalis. The danger of sensitizing 
an Rh-negative woman with Rh-positive cells, so 
that an erythroblastotic child may occur with the 


first pregnancy, is now well known. Less well known 
is the fact that a woman may also be sensitized to 
one of the other blood groups by blood transfusion, 
with resulting erythroblastotic infants. This hidden 
hazard (since the woman may show no signs of reac- 
tion at the time of sensitization) further emphasizes 
the need for caution in prescribing “cosmetic” 
transfusions in women. 

Hemorrhagic Complications. Abnormal bleeding 
may be an early sign of an incompatible transfusion 
reaction and should always arouse the suspicion of 
the anesthetist, surgeon, or other physician observ- 
ing this phenomenon during or shortly after the 
transfusion of blood. 

The hemorrhagic tendency may be due to a 
thrombocytopenia, the development of fibrinolysis, 
or the result of fibrinogenopenia following intravas- 
cular clotting. 

These alterations may occur singly or in com- 
bination. Appropriate treatment requires hemato- 
logic analysis of the situation, but the immediate 
therapy is the transfusion of compatible blood— 
preferably fresh blood. 

Transfusion Hemosiderosis. Progressive tissue iron 
deposition occurs in patients with chronic refrac- 
tory anemia who receive multiple blood transfusions 
over a period of years. Each pint of blood contains 
approximately 250 mg. of iron in the hemoglobin of 
the red cells. 

In the absence of blood loss, this iron is retained 
almost quantitatively and is added to the tissue 
stores as the transfused cells age and are removed 
from the circulation. After fifty to one hundred 
transfusions, the tissue deposits are quite extensive 
and further changes develop. These changes ap- 
parently are a result of the effects of the increased 
deposits of iron. 

The most characteristic changes are: fibrosis of 
the pancreas with diabetes mellitus, fibrosis of the 
liver with the clinical features of cirrhosis, and iron 
pigmentation of the skin. 

In some cases, however, the extent of the iron de- 
position is in excess of what might be expected from 
the number of transfusions given. There is much 
which remains to be explained in this particular 
group of cases. 

The practical point to be made is that patients 
who require repeated transfusions over a period of 
years should be given relatively fresh blood in order 
to take advantage of the longer life span of the 
younger population of cells and thereby delay the 
accumulation of iron deposits in the liver and other 
tissues. 
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Masking Effect of Transfusion 


A hazard of transfusion, important to the patient, 
but commonly overlooked by his physician, is the 
effect of blood transfusion in masking underlying 
disease and confusing the diagnosis. Anemia is a 
sign of disease and not a disease in itself. Patients 
with anemia should never be transfused until steps 
have been taken to determine the type and cause of 
the anemia. This is true even in the moribund patient. 

It is always possible at least to obtain a venous 
blood sample for peripheral blood studies at the 
time the transfusion is started, and it is usually pos- 
sible to perform a bone marrow aspiration before or 
at the time of the initial transfusion. In anemias 
where no great urgency to preserve life exists, it is 
important to delay transfusion (if it is indicated at 
all) until the hematologic studies can be checked 
and found adequate for diagnosis. A patient with 
severe anemia who receives several pints of blood 
may then have more donor cells in his circulation 
than red cells of his own. Peripheral blood studies 
then fail to reveal the changes which were charac- 
teristic of a particular diagnosis before transfusion. 
The bone marrow in pernicious anemia and many 
other anemias is almost immediately altered by 
blood transfusion. 

A simple hematologic problem before transfusion 
may take weeks to solve after transfusion. Patients 
with early malignancy of the gastrointestinal tract, 
in whom the symptoms are chiefly those of anemia, 
may become asymptomatic after transfusion has 
taken place, and an opportunity for early resection 
may pass by. 


Prevention of Transfusion Hazards 


A review of the many hazards incident to blood 
transfusion leads to the following conclusions re- 
garding their prevention: 

1. The transfusion of whole blood or plasma 
should be reserved for patients in whom it is con- 
sidered that blood is essential to save life or in whom 
the expected benefit definitely outweighs the poten- 
tial dangers. 

2. “Cosmetic” transfusions are to be avoided. 

3. Physicians should become familiar in a general 
way with the techniques and precautions employed 
in the blood bank which supplies them. 

4. All personnel concerned with the processing, 
handling, and administration of blood or plasma 
should be familiarized with the potential hazards of 
blood transfusion. 
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Figure 2. Management of transfusion reaction: 
(1) Discontinue the transfusion immediately. 


Figure 3. Management of transfusion reaction: 
(2) Obtain a sample of venous blood, centri- 
Suge, and observe for hemolysis (See Figure 1). 


Figure 4. Management of transfusion reaction: 
(3) Return remaining blood in transfusion bottle 
to the blood bank along with fresh venous blood 
sample for cross-matching and further investigation. 
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5. Each bottle of blood should have attached to it 
the name and hospital number of the patient for 
whom it has been cross-matched. This tag should be 
carefully checked immediately before the transfu- 
sion is begun. 

6. It should be recognized that the blood bank 
technician carries the greatest responsibility of any 
technician in a hospital laboratory set-up; con- 
sequently one should take care in the selection of 
the technician and compensation should be ad- 
justed accordingly. 

7. The blood bank technician should never be 
placed under pressure of speed or overwork since 
these are the most common causes of transfusion 
reactions due to human error. 

8. The patient being transfused should be care- 
fully watched throughout the transfusion. 

9. The patient with anemia should not be trans- 


Present Status of .. . 


Carcinoid Tumors 


In a review of thirty-eight cases, Foreman has classified 
carcinoid tumors according to their location and malig- 
nancy. Nineteen occurred in the appendix, fourteen in 
the small intestine, and five in the rectum. 

Tumors of the appendix were usually discovered in 
people under 30 years of age. They were more common 
in females than in males, and often were associated 
with, and probably responsible for, typical attacks of 
acute appendicitis. More than half of the carcinoids 
occurring in the appendix in this series were asympto- 
matic. They had a tendency to invade the mesentery, 
and the author recommended that in all cases where 
carcinoid is suspected, the mesoappendix should be 
excised as widely as possible. Except for one patient 
who had considerable invasion of the mesoappendix 
and who was troubled by recurrent attacks of diarrhea 
and cramping pains in the abdomen after appendec- 
tomy, no sequelae were reported. 

Carcinoid tumors of the small intestine usually are 
discovered between the fifth and sixth decades and 
are slightly more common in males. They often produce 
symptoms of intestinal obstruction due to invasion of 
the serosa and development of adhesions to surrounding 
loops of bowel. Obstruction of the intestinal lumen it- 
self is rare. Diarrhea and weight loss are common. 

In the fourteen small intestinal carcinoids of this 
series, four were malignant, with metastases to regional 
lymph nodes. The author recommended surgical ex- 


fused until blood has been drawn for appropriate 
hematologic studies. 


Management of the Acute Reaction 


1. Discontinue the transfusion immediately (Fig- 
ure 2). 

2. Obtain a venous blood sample, centrifuge, and 
observe for hemolysis (Figure 3). 

3. Return the remaining blood in the transfusion 
bottle to the blood bank along with a fresh venous 
blood sample for cross-matching and further in- 
vestigation (Figure 4). 

4. If a hemolytic reaction is suspected, start an 
infusion of 1,000 cc. of 10 per cent glucose in water 
to maintain the blood volume. 

5. Carry out other specific indications depending 
on the type of reaction. 


cision of the primary lesions and, in cases of malignant 
carcinoid, as much of the metastatic spread as is feasible. 
Since these tumors grow slowly, partial removal has 
been accompanied by prolongation of life for many 
years. 

Carcinoids of the rectum usually are either clearly 
benign or very malignant. In the malignant cases 
metastasis may be advanced when the patient is first 
seen. Large tumors are more apt to be malignant than 
small ones. 

Four of the rectal carcinoids in this series were be- 
nign, but with involvement of the submucosa. One was 
malignant with invasion of regional and periduodenal 
lymph nodes. The author recommended that local ex- 
cision be carried out for small rectal carcinoids where 
there is no evidence of malignancy, such as fixation of 
the tumor, enlarged liver, etc. A good margin of normal 
tissue should be removed and the specimen carefully 
examined grossly and microscopically. If infiltration 
through the serosa is evident or if tumor emboli are 
seen in lymphatic vessels, the entire rectum should be 
resected subsequently. Combined abdominoperineal re- 
section should be performed in large or recurrent 
tumors, angular constricting lesions, those fixed to 
perirectal tissues, and all obviously malignant tumors, 
except those with widespread metastases. It was con- 
cluded that all carcinoids are potentially malignant. 
(Ann. Surg., 136: 838, 1952.) 
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Cips from Other Journals 


Epidemic Pleurodynia 


Coxsackie virus B3 was found in the stools of six- 
teen of twenty-two cases of epidemic pleurodynia 
studied by Huebner and co-workers. In four cases 
Coxsackie virus Al was isolated (two of these also 
showed the B3 virus). This finding was not surpris- 
ing because the A1 virus is quite prevalent. 

The patients were selected during an outbreak 
of the disease in Texas. All had a typical clinical 
picture characterized by acute onset of fever, head- 
ache, and anorexia; severe paroxysmal chest or 
abdominal pain aggravated by respiration. Recovery 
was sometimes interrupted by recurrences of pain 
and fever. Several patients developed painful orchitis. 


The authors stated that their results provided a 
sound basis for the hypothesis that this outbreak of 
pleurodynia was caused by Coxsackie virus B3. 
They hoped to substantiate this by controlled epi- 
demiologic studies. (New England J. Med., 248 :267, 
1953.) 


Hair Growth and Ischemia 


Nae described a valuable clinical sign for estima- 
tion of severity of ischemia in cases of obliterative 
disease of the peripheral arteries. He has noted that 
if there is enough blood to maintain growth of hair 
on the toes, there is usually enough blood to heal 
lesions. Thus in the accompanying illustration from 
the original article, the author depicted the case of 


New England Journal of Medicine 


A. Necrosis of tip of second toe. 8. Ample growth of hair on toe ruled out amputation. Lesion healed in five weeks. 
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a 32-year-old man with thromboangiitis obliterans 
who requested amputation because of severe pain. 
The tip of the second toe was necrotic (A), but 
there was ample growth of hair on that toe (B), and 
the lesion healed in five weeks. (New England J. 
Med., 248:179, 1953.) 


Mode of Action of Snake Venoms 


TuereE are 2,000 to 3,000 snakebite accidents an- 
nually in the United States, with 20 to 105 deaths. 
Although this number is small compared with the 
25,000 deaths each year in India, it is large enough 
to justify physicians’ interest in the properties of 
snake venoms. In a recent review, Porges attributes 
the toxic actions to (1) proteolytic enzymes, (2) 
phosphatidases, and (3) neurotoxins. The nature 
and content of these toxins vary in the different 
species. They are at the same time means for defense 
and for enabling the snake to digest a prey into 
which the venom has been injected. Venoms also 
contain hyaluronidase which assists in the spread- 
ing of toxic materials. 

Proteolytic enzymes cause hemorrhage and de- 
struction in tissues around a bite and hemorrhages 
in viscera. They also have a coagulating effect on 
blood and may contribute to a hypotensive action of 
venom by damaging vascular endothelium and by 
causing liberation of histamine. 

The phosphatidases are actively hemolytic and 
have a strong hypotensive effect through liberation 
of histamine. The neurotoxins produce a curare- 
like effect as well as paralysis. The neurotoxic in- 
fluence of some venoms is accounted for by the 
presence of cholinesterase. (Sczence, 117 :47, 1953.) 


latrogenic Heart Disease 


DEFINING iatrogenic heart disease as an illness in 
which symptoms referable to the heart result from a 
physician’s words or acts, Weinberg enumerates 
five common reasons for this disabling malady. 
First, the patient may misinterpret innocuous state- 
ments by the physician. For example, a physician, 
meaning to point out a favorable sign, may mention 
that the heart rate is slow, and the patient may as- 
sume that an abnormality is being described. 
Second, physicians make tactless remarks to pa- 
tients. Weinberg cites several examples: “ ‘I never 
saw a worse heart than yours,’ or ‘You have six 
months to live,” or "You might have a stroke any 
minute,’ ” In his words, ‘Such remarks are of ques- 
tionable propriety in the presence of organic heart 


disease. They are reprehensible when no disease is 
present and a well man becomes a sick man thereby.” 

Third, a physician may create an ominous im- 
pression by ill-considered acts. Even an unusually 
meticulous examination of the heart is enough for 
some patients unless they are made to understand 
that this does not imply that heart disease is sus- 
pected. 

Fourth, a physician may misinterpret symptoms 
and ascribe them mistakenly to heart disease. Final- 
ly, he may make the same kind of error in evaluating 
physical signs. 

In this connection, Weinberg pleads for sharpen- 
ing of the practitioner’s methods, adding, “He 
should have relatively as much ‘cardiac’ knowledge 
if he is going to diagnose heart disease as he would 
wish to have ‘surgical’ knowledge if he were going 
to open the abdomen.” 

The author proposes that these reasons for iatro- 
genic heart disease suggest their own methods of 
prevention. He rightly suggests that such preven- 
tion is “the most important aspect.” (Ann. Int. 
Med., 38:9, 1953.) 


Rauwolfia Serpentina for Hypertension 


TAKING a cue from experiences reported in India, 
Wilkins and Judson tried Rauwolfia serpentina (Ser- 
pina) for treatment of hypertension. The chemistry 
and pharmacology of this drug remain to be fully 
explored, but some of its actions are known. It has a 
moderate hypotensive effect, slows the heart rate, 
and is mildly sedative. 

The authors have used Serpina in more than one 
hundred patients. The average amount was two 
tablets a day, usually in two doses (morning and 
night). 

They found that it was more effective as a hy- 
potensive agent in “young, labile (neurotic), hyper- 
tensive patients with tachycardia than in those 
with long established, fixed hypertension with or- 
ganic vascular disease. ...” In addition, the drug 
was quite useful as an adjunct to more powerful 
drugs such as Veratrum or Apresoline. (New Eng- 
land J. Med., 248:48, 1953.) 


Diagnosis of Mitral Regurgitation 


RECOGNIZING that serious mitral regurgitation is a 
contraindication to surgical treatment of mitral 
stenosis, Bidrck and associates re-evaluated the 
diagnostic criteria for the former condition. They 
concluded that careful cardiac auscultation was the 
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most reliable guide, and stated their viewpoints as 
follows: 

**There is one group of apical systolic murmurs, 
approximately of Grades II to III, which may or 
may not mean mitral regurgitation. Only additional 
examinations of the type described in this paper will 
tell whether there is mitral regurgitation or not. 
Patients, in whom systole is clear, or only a very 
faint (Grade I) systolic murmur is heard in pre- 
operative studies, will not show any noteworthy 
mitral regurgitation. It is not clear yet if this also 
applies to the postoperative state. It may be that 
mitral regurgitation due to commissurotomy is not 
equivalent to regurgitation of more natural origin. 

‘Loud, harsh systolic murmurs without note- 
worthy diastolic murmurs in the early stages of a 
chronic rheumatic carditis may represent mitral re- 
gurgitation. In some patients with proved mitral 
regurgitation there has been a very loud and harsh 
apical systolic murmur with a very intense thrill. If 
other explanations (ventricular septal defects, aortic 
stenosis) be excluded, this murmur may reasonably 
be regarded as indicative of mitral regurgitation.” 
(Am. Heart J., 45:13, 1953.) 


Shotgun Wounds 


SHOTGUN wounds are not uncommon, but few re- 
ports of their specific treatment have appeared in 
the literature. Drye and Schester have described a 
number of such cases and principles of treatment. 

Shotgun injuries vary from penetration of the 
skin by two or three pellets to highly fatal, mas- 
sive, destructive wounds. The type of wound is de- 
termined largely by the amount of scatter of the 
pellets and by their number and velocity. A twelve- 
gauge gun loaded with No. 6 shot will produce 
small but deeply penetrating wounds, varying from 
three or four to more than a hundred. 

All such patients must be carefully examined for 
nerve, joint, and special sense organ injury. If the 
abdomen is involved many visceral perforations (as 
many as 150) may be found. Such perforations 
almost always seal spontaneously. Exploratory 
laparotomy is not necessary in most instances, ex- 
cept for a definite indication, such as delayed 
localized abscess formation. 

At short range a shotgun produces a wound in 
which some tissue is completely blown away and 
other tissue is severely damaged. Thorough dé- 
bridement of such a wound must be performed to 
avoid infection, and all foreign material must be 
removed, particularly the cartridge packing. If left 
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in place the packing is frequently a source of teta- 
nus and always results in an abscess or fistula. 

Shotgun wounds of the head are always serious, 
and in six cases reported by the authors, there 
were two deaths, one from menigitis and one from 
massive brain damage. Short range direct hits on the 
head have always been fatal in their experience, 
and close tangential wounds produce a varying loss 
of tissue. 

Thorough débridement must be performed on 
head wounds, but it need not be so radical as in 
other parts of the body. 

Three cases were described, the first involving 
the chest and abdomen, progressed satisfactorily 
after treatment of a 30 per cent pneumothorax and 
withdrawal of bloody fluid from the chest. Constant 
gastric suction was maintained and within three 
days the patient was out of bed and feeling well. 
In the second case a close range wound of the 
right flank resulted in destruction of the right 
colon, which required resection and an ileotrans- 
verse colostomy with drainage. This patient also 
survived after a rather stormy course. A third pro- 
duced a gaping wound of the left side of the ab- 
domen with evisceration of small bowel. Resection 
of a segment of jejunum was performed, with 
closure of several leaking perforations of the sig- 
moid. The abdominal wound could not be closed 
entirely but part was closed only with skin and 
subcutaneous tissue. The authors recommended 
primary closure of large wounds by the use of un- 
dermined flaps or skin grafts to prevent infection 
and large losses of protein and fluids. (Am. J. Surg., 
85 :438, 1953.) 


Simple Test for Serum Acetone 


Tue usefulness of a simple test for serum acetone in 
cases of diabetic acidosis has been reported by 
Page. A small amount of a powder containing nitro- 
prusside (available commercially as “‘Denco’’) is 
placed on a piece of nonabsorbent paper, and enough 
serum is added (2 to 3 drops) to saturate the pow- 
der. A deep purple color represents a four-plus re- 
action and, in a patient who has not received treat- 
ment for diabetic acidosis, this reaction indicates 
that the ¢arbon dioxide content of the blood is 
usually 10 mEq. or less. A trace to three-plus reac- 
tion for acetone is indicated by lighter shades of 
purple, as gauged by a color chart available with the 
commercial preparation. 

This test serves in some measure as a substitute 
for plasma carbon dioxide determinations and 
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thereby affords a guide to therapy of diabetic acido- 
sis. In addition, it is useful for differential diagnosis 
in conditions that simulate diabetic acidosis. For 
example, in diabetics who have glycosuria, ace- 
tonuria, and hyperglycemia due to other causes 
than diabetic acidosis (renal failure, posthypo- 
glycemic state, surgical abdomen), a negative or 
weakly positive nitroprusside test would have con- 
siderable diagnostic value. (New England J. Med., 
248 :295, 1953.) 


The Postcholecystectomy Syndrome 


Ir 1s well known that cholecystectomy performed 
for cholelithiasis is followed by relief of symptoms 
in all but 10 to 15 per cent of cases, while removal 
of a noncalculous gallbladder gives unsatisfactory 
results in more than 20 per cent of patients. Trop- 
poli and Cella have evaluated the many reasons 
given for the high percentage of unsatisfactory 
cholecystectomy results. Among them are dilata- 
tion of the common duct (due to loss of the water- 
absorbing mechanism existing in the gallbladder) ; 
reformation of the gallbladder from a persistent 
large portion of the cystic duct (the so-called “re- 
formed gallbladder” or “cystic duct stump syn- 
drome”); distortion of the common and cystic 
ducts by adherent vessels or adhesions; and in- 
clusion of nerve fiber bundles in the scarred walls 
of the cystic duct. 

Since the common duct is surrounded by a deli- 
cate network of nerve fibers throughout most of 
its extent and one of the points of maximum con- 
centration of nerve fibers is in the triangle formed 
by the cystic and hepatic ducts, the nerve inclusion 
theory does not seem out of order. It has been 
demonstrated experimentally that stimulation of 
sympathetic nerve fibers will produce epigastric 
pain primarily, whereas vagal stimulation will 
chiefly bring about dyspepsia and vomiting. The 
authors have presented two cases in which symp- 
toms following cholecystectomy persisted for sev- 
eral years, and necessitated re-exploration of the 
gallbladder area. Masses of scar tissue were re- 
moved from the common and cystic ducts and 
these contained many nerve bundles which were 
distorted and showed atypical nerve proliferation. 
Both patients were relieved of symptoms following 
excision of the nerve-bearing scar tissue. 

The authors stated that all nerve fibers should 
be stripped from the cystic duct at its junction 
with the hepatic duct before the cystic duct is 
ligated, and fibers should also be stripped from 


the cystic artery since sympathetic pain fibers fol- 
low the course of the artery. It was their feeling 
that if this were carried out in every case, the inci- 
dence of postcholecystectomy symptoms would 


decrease. (Ann. Surg., 137: 250, 1953.) 


Refractory Heart Failure 


As a guide to therapy of refractory congestive heart 
failure, Blumgart considered a number of questions 
that can be outlined as follows: 


1. Is the refractory state due to specific etiologic conditions that can 
be corrected? 

a. Conditions that increase requirements of body for blood: 
hyperthyrcidism, anemia, pregnancy, beriberi, arterio- 
venous fistula, patent ductus arteriosus 

. Arrhythmias 
. Hypoproteinemia 
. Tamponade from pericardial effusion 
. intercurrent infections 
. Hypertension 
. Pulmonary embolism 
. Myocardial infarction 
. Have we obtained full benefits of complete digitalization? 
. Can more adequate rest be provided? 
a. Sedation 
b. Fowler position 
c. Elastic stockings 
4, Have we restricted sodium sufficiently? 
. Has the maximum benefit been obtained from diuretics? 
a. Intramuscular injection of mercurial in nonedematous areas 
b. Potentiation of mercurial by ammonium chloride 
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. ls the refractory state due to electrolyte imbalance? 
a. Low salt syndrome (reduced values of Na, Cl, and CO») 
b. Low chloride syndrome (hypochloremic alkalosis) 
c. Low sodium syndrome (hyponatremic acidosis) 
d. Hypopotassemia 
e. Hyperchloremic acidosis (from administration of ammonium 
chloride to patients with coexistent renal failure) 
. Is the refractory state due to nutritional deficiency? 
a. Anorexia 


b. Loss of water-soluble vitamins during diuresis 
8. Are mechanical, surgical, or other measures indicated? 
a. Thoracentesis or abdominal paracentesis 
b. Southey tubes 
c. Radioactive iodine 
d. Specific surgical methods 


—(Circulation, 7:127, 1953.) 


Isoniazid and Iproniazid in Tuberculosis 


Rosirzek and his co-workers recorded their ex- 
periences with isoniazid and iproniazid in the man- 
agement of symptomatic tuberculosis. They found 
that both of these drugs had a marked effect on the 
systemic manifestations. The patient’s temperature 
returned to normal promptly, appetite was re- 
gained, and weight gain was often striking. The pa- 
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tient’s general toxicity subsided rapidly and there 
was a return of strength and energy. X-ray improve- 
ment was relatively slow in appearing and was not 
noted in significant numbers of cases until three to 
five months of treatment had been completed. Spu- 
tum conversion occurred in approximately 25 per 
cent of patients. 

Isoniazid was almost completely without toxic 
manifestations, while iproniazid caused central ner- 
vous system and autonomic nervous system side ef- 
fects rather frequently. The effects most commonly 
encountered were vertigo—especially on rising— 
constipation, involuntary muscle twitching, hypere- 
flexia, delay in micturition, mild euphoria, and oc- 
casionally headaches. Similar side effects were often 
noted upon abrupt discontinuance of iproniazid 
and appeared to formulate a definite pattern of 
withdrawal symptoms. Withdrawal symptoms were 
uncommon from isoniazid. (Dis. of Chest, 23: 1, 
1953.) 


Dosage of Vitamin B,. 


RetsNER and Weiner warn against substituting mas- 
sive single injections of vitamin Biz for more fre- 
quent regular injections of smaller doses for per- 
nicious anemia. They found that a large part of a 
single massive dose was lost in the urine. Conse- 
quently, when such doses were administered infre- 
quently, there was danger of relapse or of progres- 
sion of combined system disease. Also, frequent 
massive doses had no advantage over conventional 
doses in management of combined system disease. 
(Blood, 8:81, 1953.) 


Diaphragmatic Hernia in the Newborn 


EarLy recognition and treatment of congenital dia- 
phragmatic hernia in the newborn is essential to 
life, since infants with this deformity are likely to 
die quickly of cardiac or respiratory difficulty. In 
a review of this subject Tolins cited numerous re- 
ports of operative cures of such hernias and added 
one case. 

Early significant signs of congenital diaphrag- 
matic hernia are a sunken appearance of the ab- 
domen producing an “unnatural emptiness,” cy- 
anosis, and absence of breath sounds on one side 
of the chest with shift of the heart to the opposite 
side. Roentgenograms reveal loops of small bowel 
in the chest. Barium is rarely necessary and, as 
pointed out by Gross, may make surgery more 


difficult. 


Cyanosis is not a contraindication to surgery. 
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The author recommended a closed anesthesia sys- 
tem without intratracheal tube, and an operative 
approach through the abdomen. Crushing of the 
phrenic nerve is not necessary. Closure of the ab- 
domen is sometimes difficult because of replace- 
ment of organs previously located in the chest. 
The author, in a successful case which he described, 
closed the abdomen by beginning the sutures at 
each end of the incision and working toward its 
center. If this is not successful, a method described 
by Gross may be useful, closing the skin over the 
intestines as a first stage, followed by suturing of 
all layers at a later date. (Ann Surg., 137:276, 
1953.) 


1-Hydrazinophthalazine in Hypertension 


ALTHOUGH all details of its action have not been re- 
ported, 1-hydrazinophthalazine (Apresoline) lowers 
blood pressure in hypertensive subjects by central 
suppression of outflow of sympathetic vasopressor 
impulses. Hafkenschiel and Lindauer have reported 
on the results of treating forty hypertensive pa- 
tients with this drug plus a salt-restricted diet. 
Most patients were started on 25 mg. of the drug 
four times a day, and the dose was gradually in- 
creased until either a satisfactory fall in blood pres- 
sure was obtained or a maximum dose of 200 mg. 
four times a day was reached. The regimen was ef- 
fective in only one of seven cases of hypertension of 
severest grade. However, in the majority of cases of 
hypertension of less severe grades, blood pressure 
was reduced by the treatment during at least one 
year of observation. Undesirable side effects were 
commonly observed when the drug was started, just 
as commonly went away within a week or two, and 
were found to be less frequent when a lower initial 
dosage was used (12.5 mg. four times daily). The 
commonest side effects were headache and palpita- 


tion. (Circulation, 7:52, 1953.) 


Erosions of the Stomach and Esophagus 


Erostons of the esophagus, stomach, or duodenum 
in the presence of intracranial pathology have been 
recognized for more than a century. Unlike other 
peptic ulcerations, they rarely produce pain, and 
although healing is sometimes spontaneous, they 
have rarely been cured by surgical intervention. 
King and Reganis have added five cases to those 
already reported. 

The cerebral pathology was represented by men- 
ingitis, tumor of the third ventricle, temporo- 
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parietal tumor, parietal lobe abscess, and temporal 
lobe tumor. In two of the cases perforation of the 
esophagus occurred, and in three, perforation of 
the stomach. Except for the tumor of the third 
ventricle, in no cases could specific lesions be 
demonstrated in the hypothalamus, but the lesions 
were sufficiently extensive that some influence may 
have been exerted over that area by invasion or by 
proximity alone. 

Evidence accumulated over more than a century, 
including clinical and experimental observations of 
a number of workers, indicates that some relation- 
ship exists between central nervous system dis- 
eases, (particularly in the region of the hypothala- 
mus) and acute atraumatic erosions of the esopha- 
gus, stomach, and duodenum. Early diagnosis is 
difficult because of the lack of pain, but the vomit- 
ing of blood or “coffee grounds” material is re- 
garded by the authors as a sign of great impor- 
tance. Suggesting the possible value of gastroscopy 
in cases that develop after craniotomy, they warned 
against the danger of perforation of the extremely 
friable ulcers. 

Although diagnosis is not usually difficult once 
perforation has occurred, a patient’s state of con- 
sciousness, clouded during the postoperative per- 
iod, may make even the diagnosis of peritonitis dif- 
ficult. It appears that esophageal and gastric lesions 


are rapidly produced and are quite different from 
usual peptic ulcers. Surgical treatment is difficult 
because of the size of the opening, the advanced 
necrosis of the viscus, and continuing dissolution 
at the site of closure. (Ann. Surg., 137:236, 1953.) 


Spontaneous Fractures in Paraplegics 


Atropuy of bone has long been included as a 
cause of pathologic fracture. This has been demon- 
strated in the vertebral compression of senility and 
in the fractures that follow minimal trauma in the 
atrophic limbs of poliomyelitis. Katz has demon- 
strated that pathologic fractures occur following 
slight trauma in paraplegic children. 

Pain in these children is often diminished by 
virtue of the spinal cord interruption incident to 
the paraplegic state. Because of this, fractures usu- 
ally are discovered by nurses who find evidence of 
unexplained swelling and a distorted appearance 
of the affected limb. The author described two 
cases, one a 3-year-old paraplegic (spina bifida and 
meningomyelocele) who developed three consecu- 
tive fractures of the right femur without trauma 
except that incident to moving her legs about in 


bed. The second, a 3-year-old boy, paraplegic be- 
cause of an accidental fracture dislocation of the 
tenth thoracic vertebra, developed four spontane- 
ous fractures of the femurs while confined to bed. 
The author pointed out that disuse osteoporosis 
occurs in portions of the bony framework that are 
not subjected to mechanical strains or stresses. 
Decreased osteoblastic function follows removal of 
the natural stimulus of mechanical stress. Conse- 
quently, the physiologic stimulus of walking main- 
tains and restores bone integrity. No fractures de- 
veloped in paraplegic children while they were 
weight-bearing in braces. All occurred in bed when 
the children were not wearing protective devices. 
The fractures healed promptly in spite of the 
fact that necessary immobilization contributed to 
the osteoporosis already present. Since continuous 
protection by bed splints may engender breakdown 
of the skin and additional osteoporosis, the author 
recommended, as a safer alternative, instruction of 
nurses and attendants of the danger of fractures 
in such individuals. He urged cautious handling 
in the manipulations of routine bed care. (J. Bone 


e> Joint Surg., 35A:220, 1953.) 


Hemorrhage from Benign Duodenal Tumors 


Recent evidence indicates that although benign tu- 
mors of the small bowel occur rarely, they should 
be considered in any differential diagnosis of gas- 
trointestinal bleeding. This is especially true in the 
duodenum where it has been shown that benign 
tumors have a greater tendency to bleed than such 
lesions located elsewhere in the small bowel. In a 
review of three such cases, Briggs and Roberts have 
indicated difficulties in diagnosis of bleeding duo- 
denal neoplasms because of the lack of a clear-cut 
clinical syndrome, the fact that roentgenographic 
studies may be of no aid, and the difficulty of 
palpation and transillumination of this retroperito- 
neal area. Of the cases which they described, two 
had massive gastrointestinal hemorrhage, and a 
third had moderate hemorrhage as the presenting 
symptom. 

Benign duodenal tumors are found in all age 
groups, but have a higher incidence in young pa- 
tients. When polypoid they are usually of an ade- 
nomatous type. Such polyps rarely attain sufficient 
size to cause obstruction and, unlike such lesions 
of the colon, rarely become malignant. Leiomyomas, 
although unusual in the duodenum, become malig- 
nant in approximately one-third of the cases. Fi- 
bromas are occasionally seen and may be sessile, 
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pedunculated, or extrinsic. Lipomas seldom cause 
symptoms and are usually found only at autopsy. 
They occasionally bleed and may reach sufficient 
size to produce obstruction. Angiomas, although 
rare, may be hemangiomas or lymphangiomas. 
Their principal symptom is hemorrhage, and since 
they are usually small, they may be very difficult 
to locate by roentgenographic studies or surgical 
exploration. 

The diagnosis is difficult, but when roentgeno- 
graphic studies are typical, they show a central 
radiolucent filling defect which is circular or multi- 
locular. Most benign tumors can be excised easily, 
but a frozen section should be performed because 
of the danger of malignancy. Polyps which are 
found in the course of other operations in the duo- 
denum should be removed. Once the diagnosis has 
been made by a roentgenologist, surgical excision 
should not be delayed until gastrointestinal symp- 
toms become severe or other complications appear. 
(Arch. Surg., 66:10, 1953.) 


Accelerated Grafting of Small Deep Burns 


Ir sMALL deep burns are allowed to become chronic, 
prolonged granulation and inflammatory infiltra- 
tion result in increasingly deep fibrosis and dis- 
ability, according to a recent report by McDowell. 
The author stated that many such burns, which 
are not too large, can be grafted within a few days 
after occurrence and the patient returned to work 
within a month after the accident. 

Superficial burns, although widespread, usually 
heal within one or two weeks, but deep burns re- 
quire grafting. Large areas should not be treated 
by primary excisions because such patients will be 
unable to withstand the shock of débriding the 
burn in addition to denuding other areas at least 
as large for grafts. The trauma of this procedure, 
superimposed upon the shock of the burn itself, 
will produce an increased mortality rate. 

Small burns in fat areas, such as the buttocks, 
thighs, or abdominal wall, however, can be treated 
by primary excision. In addition to the burned area 
itself, more fat is excised until one is sure that a 
viable bed is present. This additional excision is 
especially necessary in deep burns from molten 
metals or from electricity. In thin areas such as on 
the hand, nose, and eyelids, the working margin is 
so small that primary excisions are not advisable. 
The greatest difficulty is in judging the correct 
depth of the burn in all its parts. Because of this 
difficulty immediate grafting after excision has 
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made the “take” of such grafts somewhat uncer- 
tain. The author therefore recommended a delay 
of two or three days after excision of the burned 
areas before grafts are applied. 

When small deep burns are first seen, the burned 
areas and surrounding skin are cleansed with soap 
and water and wrapped in a fine-mesh, greased 
pressure dressing. Antibiotics can be administered. 
The first redressing is performed on the second or 
third day. At that time, if the burn is definitely 
demarcated and deep, the patient is hospitalized 
and the burned area accurately excised with a 
scalpel under general anesthesia. Bleeding is 
checked with pressure and a wet saline pressure 
dressing applied with fine-mesh gauze next to the 
wound. On the following day the dressing is 
changed again, and on the second day after ex- 
cision the dressing is removed and the wound 
washed. If a thin skein of bright red granulations 
is just visible, split-thickness grafts are cut and 
applied. The first graft dressing is performed in 
four to five days. Adults can often resume work 
within one month after injury. The aims of this 
method are to shorten the period of pain and dis- 
ability and to obtain the best final function with 
minimal scar formation. (Am. J. Surg., 85:407, 


1953.) 
Retinal Vascular Reactivity 


Hickam and co-workers at Duke University used 
retinal photographs to measure the response of 
retinal vessels to variations in oxygen tension. This 
afforded a quantitative appraisal of the arterial con- 
striction that results in normal subjects from the 
breathing of tank oxygen. It was found that hyper- 
tensives and diabetics had diminished reactivity of 
the retinal arteries, and there was presumptive evi- 
dence that this was due to sclerosis of these vessels. 
Furthermore, when diminished cerebral blood flow 
and reactivity were used as criteria for cerebral 
vascular sclerosis, it was found that there was a 
correlation of cerebral and retinal vascular reac- 
tivity. (Circulation, 7:79, 7:84, 1953.) 


Midthigh Amputations for Gangrene 


In a recent study of midthigh amputations, Carp 
has evaluated the various factors affecting the prog- 
nosis in arteriosclerotic and diabetic gangrene. The 
patients were chiefly poor risks in the older age 
group. Operations were carried out under cyclo- 
propane anesthesia or under refrigeration with the 
aid of a tourniquet. The over-all mortality rate was 
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40 per cent, the most frequent causes of death 
being bronchopneumonia, cardiac failure, throm- 
bosis with embolism, hemorrhage, and shock. 

Under refrigeration anesthesia the mortality was 
50 per cent, compared with 33 per cent under cy- 
clopropane. Moreover, five of the living patients 
operated upon under refrigeration developed break- 
down of their stumps. It appeared, therefore, that 
tissue necrosis due to anoxia and thrombosis of 
small vessels occurred more frequently under re- 
frigeration, and the author concluded that this 
method is contraindicated. 

It took approximately five times as long for open 
stumps to heal as closed wounds. Furthermore, the 
mortality rate among patients who had open stumps 
with traction was 50 per cent as compared with 37 
per cent of those with closed stumps. The author 
felt that although during World War II, with the 
danger of virulent mixed infections, a general mili- 
tary practice of leaving all stumps open was ad- 
visable, tight or loose closure of stumps is prefer- 
able in cases of peripheral vascular disease, except 
in the presence of obvious ascending infection or 
thrombosis of the femoral vessels. 

It also appeared that in most cases attempted 
conservatism by preliminary toe amputations was 
not successful, especially in the presence of moist 
gangrene. Invaluable time was lost and the risk in- 
creased by the time thigh amputations were car- 
ried out. Meticulous technique, with the avoidance 
of trauma to tissue already damaged by circulatory 
deficiency and careful hemostasis with inspection 
of closed stumps within forty-eight hours, were 
stressed as important technical considerations. 


(Arch. Surg., 66:115, 1953.) 


Prognosis in Testicular Tumors 


Many factors must be considered in determining 
the clinical prognosis of testicular tumors. These 
include a pathologic examination, determination 
of the presence or absence of involvment of the 
cord, physical examination of the patient, distri- 
bution of lymph stream involvement, and a thorough 
knowledge of autopsy material. Thompson has 
analyzed the various factors in a group of fifty-two 
cases to determine the importance of the history, 
physical findings, laboratory findings, and treat- 
ment. 

Fifty per cent of the patients between the ages of 
21 and 50 are alive, while those in other age groups 
did not fare so well. When the tumor was found 
incidentally on physical examination, or when the 


enlargement occurred gradually, the results were 
better than when symptoms called attention to the 
tumor and the enlargement was rapid. The presence 
of tenderness indicated a poor prognosis. Other 
unfavorable indications included nodularity of the 
growth, the presence of palpable lymph nodes, and 
a long duration of symptoms before operation. 

On the basis of pathologic types, seminomas 
carried a good prognosis, embryonal carcinoma a 
middle position, and chorio-epitheliomas were 100 
per cent fatal. 

Favorable sigus were the absence of weight loss, 
a history of injury (because it called attention to 
enlargement of the testicle), the absence of en- 
larged nodes, a negative chest x-ray and A-Z test, 
and lack of involvement of the spermatic cord. 

The author expressed a belief that, in an indi- 
vidual case, various points in the history, physical 
findings, and laboratory studies offer a better guide 
to prognosis than evaluation of the tumor type 
alone. (J. Urol., 69:299, 1953.) 


Progression of Minimal Tuberculosis 


Epwarps, Reisner, and Bellows studied minimal 
lesions in army selectees who were rejected for 
military service. Differences in the behavior of these 
minimal lesions appeared to be related to the char- 
acter of the lesion. The lesions which were “‘soft”’ in 
character and were classified as exudative or exuda- 
tive-productive had the highest progression rate. 
The “hard” lesions of the fibrocalcific and calcific 
types had the lowest progression rate. In addition to 
the character of the lesion, the age of the patient 
appeared to be significant. Higher progression rates 
were found among persons under the age of 25. 
(Am. Rev. Tuberc., 66: 666, 1952.) 


Coronary Insufficiency from Priscoline 


IN THE opinion of Sagall and Lewenstein, intra- 
arterial administration of Priscoline is contraindi- 
cated in patients with known coronary artery disease 
and in all elderly patients. The authors believe that 
such use of the drug is hazardous because of the 
possibility that it may provoke serious coronary in- 
sufficiency. It seemed to do this when they used 
Priscoline in an effort to improve peripheral arterial 
flow in a patient who also had a history of angina 
pectoris. 

They found that similar effects had been reported 
by other investigators. (New England J. Med., 
248:278, 1953.) 
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Management of Erythroblastosis Fetalis 


Q. What is your evaluation of the treatment of Rh-negative mothers 
and infants? What is your opinion of the Edwards and Hoffman 
vitamin K and progesterone therapy in Rh-negative cases, pub- 
lished in the American Journal of Obstetrics and Gynecology, Janu- 
ary, 1950—and is it being used? 


A. The answer to the above question would re- 
quire a long manuscript. Our opinion is to be found 
in “Erythroblastosis Fetalis: Round Table Discus- 
sion” which appeared in Pediatrics, vol. 10, Sep- 
tember, 1952. This, we believe, is the proper treat- 
ment of sensitized Rh-negative women and infants 
with erythroblastosis. As to the value of vitamin K 
and progesterone therapy in sensitized Rh-negative 
women, it has been proved repeatedly to produce 
no statistical significant improvement in protection 
of the babies once the women have been sensitized. 
The variations in the disease are so common that 
only averages can be considered significant. Protec- 
tion against sensitization of Rh-negative women by 
any method of treatment would be difficult if not 
impossible to prove since the incidence of sensitiza- 
tion by pregnancy alone is only 5 per cent. Under 
the circumstances it would take many thousand 
cases to prove that reduction in sensitization by 
pregnancy by any form of treatment has any statis- 
tical significance. 


Toxic Effects of Dicumarol 


Q. Are there any side reactions or complications associated with the 
prolonged use of Dicumarol other than those connected with its 
anticoagulant action? 

A. In common experience, nausea, mild abdomi- 
nal pain, indefinite gastrointestinal discomfort, and 
diarrhea occur in less than 0.5 per cent of patients 
using Dicumarol. There have been unreported and 
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extremely rare instances observed of giddiness and 
faintness lasting for two or three hours after admin- 
istration of a single dose of Dicumarol or similar 
drugs. The cause for this reaction is not under- 
stood, but it has been reproduced in individual 
patients and may be of an allergic nature It may be 
safely stated that other than the hemorrhagic com- 
plications, the occurrence of other reactions is so 
infrequent and inconsequential as not to present 
general contraindication for the use of these drugs. 


Classification and Trectment of Anemias 


Q. Would you give me a simple classification of the anemias and a 
brief outline of treatment of each type? 

A. A complete discussion of the diagnosis and 
treatment of anemias, by Maxwell M. Wintrobe, 
M.D., was published in the July, 1952 issue of GP, 
page 59. 


Estrogens, Androgens, and Cancer 


Q. Please advise me if there is any chance of carcinogenesis in the 
giving of estrogens and androgens to geriatric patients for a very 
long time (months, years). 

A. This interesting question has been approached 
by many research workers, but so far the evidence in 
favor of carcinogenesis is very meager. Kirkman and 
Bacon (Cancer Research, 10:122, 1950) stated that 
tumors of kidney could be induced in golden ham- 
sters. More recently they published another paper 
(J. Nat. Cancer Inst., 13: 757, Dec. 1952) discuss- 
ing dosage, type of estrogens, and age of hamsters, 
in production of renal tumors. Lipschutz (Steroid 
Hormones and Tumors, Williams and Wilkins Co., 
Baltimore, 1950) has shown that long continuous 
administration of small doses of certain estrogens 
may be fibromatogenic in rats and guinea pigs. Pro- 
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longed but discontinuous administration of esters of 
estradiol is not fibromatogenic (page 41). Again he 
states (page 119) that animal experiments make it 
clear, “that experimental reproduction of tumoral 
structures known from human pathology cannot be 
an easy task.” 

There is no clinical experience to show that estro- 
gens or androgens are carcinogenic. Dr. R. G. Bunge 
of the Department of Urology, State University of 
Iowa, reviewed all cases of carcinoma of the prostate 
receiving estrogens, seen by them over a ten-year 
period. Some of these patients were treated as long 
as 485 days. Of the many cases that eventually came 
to necropsy ; in no instance could a carcinoma, other 
than that of the prostate, be found. 

At the April, 1952, meeting of the Arkansas State 
Medical Society, Dr. L. A. Gray reviewed his ex- 
perience with the use of Premarin, and concluded 
that the occurrence of carcinoma in his patients 
must be coincidental. In a personal communication, 
he states that, out of 1,000 or more cases treated, 
there were only three in which a suspicion arose as 
to the estrogenic induction of cancer. He will report 
his material at a later date. From the clinical ex- 
periences of the above workers and many others, 
one can say that it is very unlikely that the pro- 
longed administration of estrogens or androgens in 
geriatric patients may induce carcinoma. Individ- 
uals in the geriatric age are at that time of life when 
spontaneous carcinoma appears more frequently. 


Anesthesia in Doctor’s Office 


Q. | would like information on the use of trichlorethylene and the 
method of administration as office anesthesia for the general prac- 
titioner. 

A. GP for April, 1952, contained an article by 
Gordon Smith on “Obstetric Analgesia with Tri- 
chlorethylene.” The principles of the method de- 
scribed there might be adapted to office practice. 

Whereas it is to be expected that anesthesia pro- 
cedures will be necessary occasionally in office prac- 
tice and that under certain circumstances they may 
be imperative, it is suggested that this practice be 
carefully considered before making it a routine pro- 
cedure. The reason for this is clear when one con- 
siders that few offices have the proper equipment 
to handle the serious complications that may take 
place as a result of the administration of an anes- 
thetic in the office. It is not a question of the 
capability of the physician who administers the 
anesthetic, but the responsibility involved when 
the procedure is turned over to others who are not 


in a position to be legally responsible, for example, 
nurses. 

The increasing importance of anesthesia in medi- 
cine is quite clear, especially when one surveys the 
incidence of nuisance suits (medicolegal) question- 
ing the propriety and care and diligence exercised 
by the persons involved. It is thought wisest to be 
very cautious in choosing the locale for anesthesia 
administration. The agent used is not the question 
of greatest importance. There are many that might 
be used. It is the safety factors that are important, 
plus the designation of responsibility. 


Retroversion of Uterus 
Q. What is a good method to reposit a retroversion of the uterus? 


A. The following method of overcoming a retro- 
version of the uterus is recommended by J. P. 
Greenhill in Office Gynecology, fifth edition, page 
184, Year Book Publishers, Chicago. 

‘First a careful bimanual examination must be 
made to be certain that the uterus is retroflexed and 
the adnexa are normal. In most cases the cervix 
will be found high up near the anterior vaginal 
wall. Where the body of the uterus should normally 
be, nothing is felt because between the fingers in 
the vagina and those of the other hand on the 
abdomen is nothing but the abdominal and vaginal 
walls. 

‘*However, posterior to the cervix in the cul-de- 
sac of Douglas and separated from the cervix by a 
groove is a round mass, the body of the uterus. 
In cases of subinvolution this mass is soft, but in 
cases of retroflexion in which there has not been 
a recent pregnancy the mass is usually hard but 
may be soft. When the cervix is moved with one 
finger in the vagina, the other finger will feel that 
the mass in the cul-de-sac also moves. 

‘Before the uterus is elevated the patient should 
be asked to empty her bladder. The rectum also 
should be empty. With the two fingers in the vagina, 
particularly the longer one, the corpus is gently but 
firmly pushed back out of the cul-de-sac and up 
toward the abdominal wall. Soon the hand on the 
abdomen feels the corpus. Pressure on the corpus 
with the fingers in the vagina is continued until the 
hand on the abdomen can grasp the corpus through 
the abdominal wall and hold it in place for a minute 
or two. 

**Since in most cases the uterus will return to its 
retroverted position, a vaginal pessary should be 
inserted to keep the uterus in place.” 
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TOO MANY WRONG IDEAS ABOUT DOCTORS 


IN the February 20 issue of U.S. News & 
World Report was published an interview 
with Dr. Paul R. Hawley, director of the 
American College of Surgeons. It was en- 
titled “Too Much Unnecessary Surgery” 
and discussed “ghost surgery.” At the 


general theme, “the family doctor—what he means to the 
American people.” The interview was recorded just before Dr. 
Robins went to the St. Louis meeting. 

Dr. Robins is a former vice president of the American Medical 
Association. He is a “country doctor” of national standing. He 
received his degrees from the University of Chicago and lives 


annual meeting of the American Academy 
of General Practice, held at St. Louis in 
March, a resolution was adopted criticiz- 
ing Dr. Hawley and his views and calling 
on the American Medical Association to 
take “disciplinary action.” 

In order to get the other side of the controversy, Dr. R. B. 
Robins, president of the American Academy of General Prac- 
tice, an organization of general practitioners, was invited to 
the conference rooms of U. S. News & World Report to express 
his viewpoint. Dr. Robins in the interview deals also with the 


Dr. Robins 


in Camden, Ark. He is a fellow of the American College of 
Surgeons and a fellow of the International College of Surgeons. 
Although he was Democratic National Committeeman for Ar- 
kansas from 1944 through 1952, he was active in behalf of 
the American Medical Association in opposing the Truman- 
Ewing health-insurance program sometimes referred to as “com- 
pulsory” health insurance. The interview as authorized by Dr. 
Robins follows. [Reprinted from the April 3, 1953, issue of U.S. 
News & World Report, an independent weekly news magazine 
published at Washington. Copyright 1953, United States News 
Publishing Corporation] 


Q You represent the organization of general prac- 
titioners, Dr. Robins ? 

A Yes. 

Q What is that called? 

A The American Academy of General Practice. 

Q What is that made up of? 

A It is made up of the men who do general prac- 


Publisher’s Note. As mentioned above, the statements of the 
Executive Director of the American College of Surgeon, to 
which the accompanying article is in part an answer, was the 
subject of discussion and action by the Congress of Delegates of 
the Academy at its annual meeting in March. The action is 
discussed in the Publisher’s Memo on page 7 in this issue. 
Editorial comment also appears on page 29. Pertinent resolutions 
adopted by the Congress are presented in the Academy Reports 
and News section. 
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tice. Two thirds of the doctors of the country do 
what we call ‘general practice.” They are known as 
family doctors, or general practitioners or personal 
physicians. 

Q What would you give as a definition of what a 
general practitioner is ? 

A He isa legally qualified doctor of medicine who 
does not limit his practice to a particular field of 
medicine or surgery. In his general capacity as fam- 
ily physician and medical adviser he may, however, 
devote particular attention to one or more special 
fields, recognizing at the same time the need for 
consulting with qualified specialists when the med- 
ical situation exceeds the capacities of his own 
training or experience. 

Q How large is your association ? 
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A The American Academy of General Practice, 
which is now only five years old, is the third largest 
medical organization in America, with about 16,000 
members. 

Q Why was your group set up? 

A Well, all the specialties had their various or- 
ganizations except the general practitioner. As I 
say, two thirds of all doctors in the country are 
general practitioners. The Academy was set up to 
elevate standards and improve the quality of service 
to the people. 

Q Do you try to raise standards of practice among 
your members ? 

A Yes, that is its objective. 

Q You're connected with the American Medical 
Association ? 

A We’re an independent organization. However, 
the American Medical Association is the parent 
medical organization of the country and we work 
closely with it. In 1951 I was vice president of the 
AMA. 

Q Are you tied in with them in any way? 

A We just co-operate with them, we have no 
official connection. 

Q Some of your members belong to both, I suppose ? 

A Yes—all our members have to be members of 
the AMA, 

Q Does your association recommend any practice 
to your members in the matter of billing, and so on? 

A No, we don’t have any recommended pro- 
cedure. The Academy is against fee splitting as are 
other medical organizations, and we define fee split- 
ting as any division of fees for service between phy- 
sicians which is done without the full knowledge of 
the patient. 

Q What is your feeling in the matter of fee splitting ? 

A The American Academy of General Practice, 
like all other medical organizations, is definitely op- 
posed to fee splitting; it is unethical and the public 
must be protected against such practices. 

Q Is the problem more serious today than it was 
years ago? 

A No, I don’t think so. There are always a few 
rotten apples in every barrel, but that is no reason 
to condemn the entire medical profession, which is 
giving the American people the best medical care 
obtainable anywhere in the world. 

Q What specific steps, Dr. Robins, are being taken 
to eliminate such undesirable practices ? 

A Medical societies everywhere make every effort, 
legal and otherwise, to stamp it out whenever it rears 
its ugly head. Sincere, honest doctors just don’t 
stand for it. 


Need for Itemized Bills 


Q In the case of fee splitting, the patient wouldn't 
know that the fee was being split? 

A He may or may not. But the public must help 
the honest doctor in stamping out the shady prac- 
tice by demanding to know how his money is spent 
and where it goes. The public should demand 
itemized billing, and that would automatically elim- 
inate the problem. 

Q There isn’t any reason why a general practitioner, 
who has done some work on a case beforehand and then 
refers it to someone else, shouldn't have part of the fee, 
is there? 

A Certainly not. He is entitled to a fee for service 
rendered. Any laborer worthy of his hire is entitled 
to compensation. 

Q Is under-the-table fee splitting wrong ? 

A Of course; it is the most vicious of all because 
the patient doesn’t know where the money is going. 
As long as any patient knows that a certain doctor 
gets so much and another doctor in the case gets so 
much—there is nothing wrong with that. 

Q Can a doctor be expelled from a county medical 
society for fee splitting ? 

A Certainly. Many doctors have been expelled for 
this practice. 

Q Then the profession does consider it serious ? 

A Definitely. 

Q I wonder if you would try to picture for us what 
you think is the present state of American medicine gen- 
erally. First, do you think there is a good deal of un- 
ethical practice in the form of fee splitting ? 

A No. I think it has been tremendously exag- 
gerated, 

Q There is some, though ? 

A Oh, sure. 

Q Does it tend to be prevalent in particular areas ? 

A Yes, I suppose it is more prevalent in some 
areas than others. 


Laws Against Fee Splitting 


Q Is there any way of getting at the fee splitting, or 
knowing of the fee splitting, except through the con- 
sciences of the doctors involved? There is no way of 
policing it from outside, is there? 

A I believe 23 States have statutes that make fee 
splitting a misdemeanor. 

Q Do the other 25 States prohibit it? Do you think 
that would be a good thing ? 

A I think the medical profession is doing a good 
job in eliminating it within itself, voluntarily, with- 
out legal urging. 
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Q Are those statutes invoked frequently ? 
A I don’t know how often they are used. 

But we must remember there are 151,000 prac- 
ticing physicians—and if you take 151,000 lawyers, 
merchants, journalists and so on, you will find some 
embezzlers, some sex deviates, some crooks and 
some very bad people, but our point of view is that 
the frequency of these occurrences has been exag- 
gerated to the discredit of the entire profession. 

Words like “ghost surgery” —those are just scare 
phrases. 

I have been all over this country and I haven’t 
seen one example of ghost surgery. How it could be 
carried on in any hospital in this country with their 
regulations and rules, I fail to understand. I don’t 
know of one example, and I’ve asked many doctors 
about it. 


Where To Take Grievances 


Q Where can the public take their grievances ? 

A It is with some pride that the American Med- 
ical Association announced last December that in 
every one of the 48 States there now exist grievance 
committees, and the public is encouraged to take 
any complaints to the grievance committees. Pa- 
tients who feel they have a grievance regarding fees 
are invited to write to these committees or appear 
before them. The committees were set up as a friend 
of the public; the service they render is in the public 
interest. In some States they have expelled members, 
they have filed civil suits against them. 

Q How do people know of that, though ? 

A It is publicized in newspapers. 

Q How do you get to such a committee if one is not 
in your city ? 

A You write a letter. And also it is funneled 
down into the counties. There are over 3,000 county 
societies. Those grievance committees are chan- 
neled down within the county itself. 

Q Is there a rule that if a general practitioner refers 
someone to a surgeon he gets something out of it? 

A No. A competent general practitioner can han- 
dle 85 per cent of the illnesses that ordinarily hap- 
pen to the human being, and the other 15 per cent 
needs specialist care, and certainly the family doc- 
tor, the general practitioner, is the person the indi- 
vidual depends upon to select the proper specialist. 
And a conscientious, honest general practitioner, 
which the overwhelming majority are, picks out a 
competent specialist and expects no kickback or 
return of any fee. The other cases are highly un- 
usual—why should we play them up as being the 
common thing? 
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Q How long have you been practicing, Doctor ? 
A Twenty-seven years. 
Q And in those 27 years you have not seen the prac- 
tice of kickbacks increasing ? 

A No, sir. 

Q You have seen it declining, if anything ? 
A That’s right. 


No Necessity for ‘Kickback’ 


Q And as a surgeon you don’t see any necessity of 
giving a kickback to the general practitioners who refer 
cases to you ? 

A No. 

Q The point has been made that it seems to depend 
upon the integrity of a few leading medical men in 
each community—that if they fall into this practice 
everybody has to fall into line, and that it was preva- 
lent in some areas of the country and was not coun- 
tenanced at all in other areas of the country— 

A It is not countenanced anywhere. 

Q Basically, what is the Iowa Medical Society reso- 
lution on this point ? 

A Originally the Iowa resolution said that a joint 
bill, rendered by a surgeon and the referring physi- 
cian, would meet the requirements of the code of 
ethics if the patient understood that the total fee 
would be equitably divided between the surgeon and 
the referring man. The American College of Sur- 
geons objected to that, and it is my understanding 
that now the Iowa resolution provides that the joint 
bill is acceptable if it itemizes the amounts the pa- 
tient is paying to each doctor. The public has a 
right to know where the money goes. 

Q I think there is less interest on the part of the 
public as to the splitting of fees than there is of whether 
there is too much surgery—don’t many people feel they 
are being operated on when they don’t need to be? 

A Well, you must remember that medicine is an 
inexact science—it would still be better to take out 
12 normal appendixes than to let one go that was 
really bad. 

Q_ So you don’t think that there is too much surgery ? 

A I don’t think there is the unnecessary or ex- 
cessive surgery that there was a few years back. The 
standards of hospitals now are such that tissue ex- 
aminations are made on organs removed—for exam- 
ple, a hospital cannot be accepted for the training of 
interns unless it has a 25 per cent autopsy record. 

Q What does that mean? 

A Itmeans the one fourth of the deaths that occur 
must be autopsied, and then if there are errors made 
they are always revealed at this autopsy and it shows 
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up the doctor. I think there is much less unneces- 
sary surgery today than there was years ago. There 
are all the new tests and facilities that have come 
along to improve surgery. 

Q What is the role of these tissue committees that are 
being formed in hospitals ? 

A These tissue committees in the hospitals re- 
view the mortality and the surgery that has been 
done in the last month in the hospital and bring it 
out in the open. The doctor is embarrassed before 
his colleagues if it is demonstrated that he has done 
unnecessary surgery. And that tends to cut it down. 
Of course, if the tissue is normal, for instance, it 
does not necessarily mean the operation was wrong. 
Many appendixes are routinely removed in the 
course of other operations. If you are in the abdo- 
men doing some other type of surgery you routinely 
remove the appendix. That saves the patient a pos- 
sible future appendectomy. 


Family Doctor and Surgery 


Q The general practitioner wouldn’t be encourag- 
ing people to be operated on unnecessarily, would he? 

A No, the general practitioner is conservative so 
far as surgery is concerned. And another thing—I 
would say 70 per cent of the surgery in this country 
is done by general-practitioner surgeons and is done 
very creditably. Two out of three doctors in this 
country are general practitioners, and if we didn’t 
have general-practitioner surgeons, if they weren’t 
permitted to do surgery, think of the number of 
people who might die as a result of inadequate 
medical care. Think, for instance, of the increased 
number of deaths that would occur in acute appen- 
dicitis if the general-practitioner surgeon was not 
permitted to operate. 

Q Is anybody trying to prevent the general practi- 
tioner from doing surgery? 

A Well, certain people seem to frown on the 
general practitioner’s being permitted to do surgery. 

Q Would you say the general practitioner is com- 
petent to perform the minor surgeries, such as tonsillec- 
tomies and appendectomies ? 

A General practitioners are permitted to do and 
actually do what they are properly trained to do. 
Some of them pay particular attention to surgery, 
others pay particular attention to children and 
others to what we call internal medicine, and we 
have a lot of general-practitioner surgeons who can 
do ordinary surgery just as competently as do the 
more specialized surgeons. 

Q But these are men who primarily are family doc- 
tors, so-called ? 


A That’s right. And have special training and 
preparation in doing surgery. 

Q They are all-around men and can do most any- 
thing, then? 

A Well, they undertake only the ordinary sur- 
gery, such as acute appendix cases and acute gall- 
bladder cases or surgery of that type. They know 
their limitations. 


More Choose General Practice 


Q Is the importance of the family doctor declining ? 

A No, sir, it is increasing. 

Q Do you have proof of that? 

A Well, in medical schools 10 years ago where 
one medical student out of 10 was going into gen- 
eral practice, six out of 10 now are planning to go 
into general practice. The Magnuson Committee 
report—Mr. Truman’s Commission on the Health 
Needs of the Nation—speaking of the important 
role of the general practitioner, states: 

‘The general practitioner—his may well be the 
greatest personal satisfaction of any professional 
group.” 

The trend was a few years ago to specialization in 
medicine. Now the trend is turning the other way, 
back to general practice, because the general prac- 
titioner, as I said, can take care of 85 per cent of the 
illnesses, and if we want good, economical medical 
care that is not so highly expensive, certainly the 
general practitioner is one of the solutions to that. 

Q Would that be better care than a clinic? 

A Clinics are very valuable groups, but if the gen- 
eral practitioner can take care of 85 per cent of the 
illnesses he doesn’t have to be in a clinic, he can be 
an individual practitioner. 


Night Calls in a Crisis 


Q But you get the feeling nowadays that there is no 
family doctor any more. He has limited hours, and 
doesn’t have his name in the phone book, he won’t an- 
swer emergency calls—his range of activity is limited. 
At least that’s the popular impression, isn’t it ? 

A That’s being corrected all over the country 
now by what we call the emergency-call system that 
medical societies have been setting up all over the 
country. But the situation is not nearly as prevalent 
as it was a few years ago. And I'll wager if you go 
into any large city today and call a doctor at 10 
o’clock at night or 11 o’clock, you can get a doctor. 
In most big-city telephone directories, the yellow 
book, there is an emergency phone number given to 
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call, by which you can get a doctor for emergencies. 

Q How does the emergency-call service work ? 

A The patient calls this emergency-call system 
and the doctors rotate, a certain number of doctors 
rotate on call and they are available for calls, and 
that has solved this problem of not being able to get 
a doctor. In fact, it is no longer a problem. 

Q But the doctors insist on certain hours. It used to 
be the family practitioner went out at all hours, didn’t 
he? 

A The emergency-call system enables the doctor 
to have some leisure because one group will be on 
call today, and another group tomorrow, so that the 
people are protected so far as complete medical at- 
tention is concerned. 

Q Is there any objection from the patient in getting 
somebody else’s family doctor ? 

A The idea through all of this is that they get the 
emergency attention and are referred back the next 
day to the regular family physician. The intention is 
that this be confined just to genuine emergencies— 
someone falls down the stairs, or something like 
that. A heart attack, a stomach-ache, or anything 
that requires attention within a short period of time. 


Using the Emergency System 


Q Iwas sick not long ago, and we made calls to four 
different doctors before getting one—it was an hour and 
a half before we got one. How about that? 

A But you were trying to call individuals. If you 
had used the emergency-call system you would 
have gotten one right away. 

Q A lot of people don’t know about that— 

A There is available all over the country the 
emergency-call system, which provides for imme- 
diate care. And another thing that we in the medical 
organizations are trying to do and to teach the 
American people is that every American should 
have his personal physician. Every family should 
have its family doctor. When you let your family 
doctor know that you are relying on him as your 
personal physician he feels some moral obligation to 
take care of you. But if you haven’t met him pre- 
viously, he doesn’t have that moral sense of obli- 
gation. 

Q Doesn’t this very system you speak about deper- 
sonalize the relationship ? 

A Oh, no. That is just for emergencies—these 
doctors turn you back to your regular physician 
after the emergency is over. 

Q Yet, when people have an emergency they like to 
have their own physician attend— 
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A That is only natural, but your doctor is a 
human being and is entitled to some hours of rest 
and leisure as well as any other citizen. 

Q It might help if you would explain why this 
method is necessary—do the doctors have too many pa- 
tients nowadays or for some other reason they can’t be 
on 24-hour call? Weren’t they once, in small towns 
anyway, on 24-hour call ? 

A Yes, under the old regime that was true. But 
things have changed in this changing world. Fac- 
tory workers used to work 12 and 16 hours a day, 
too. 
Q Doctors nowadays have too many patients, in 
other words ? 

A No, I don’t think so. America is pretty well 
supplied with physicians. I notice these figures we 
have here—one doctor for every 1,000 of population 
is about as good a ratio as there is on earth. 


Service in Small Towns 


Q Isn’t it true that doctors in the smaller cities and 
communities still make night calls ? 

A Of course they do. The night before I came 
here I was up twice—once at 2 and once at 4:30. 
And Dr. Hildebrand who came here to visit with me 
today—I believe he delivered two babies night be- 
fore last. 

Q So you don’t consider that the general practi- 
tioner always has regular office hours—in other words, 
he’s still on call? 

A That’s right. 

Q Isn’t the general practitioner of today the special- 
ist of yesterday—isn’t it a far more demanding job 
today ? 

A Certainly, it is much more difficult to be an ex- 
cellent general practitioner than it is to be an ex- 
cellent specialist, because a general practitioner has 
to keep up with a broader field of knowledge than a 
specialist does. 

Q The job of keeping up with internal medicine 
alone is terrific today, isn’t it ? 

A That’s right. 


Continued Training Required 


Q Is your Academy of General Practice doing any- 
thing about that problem ? 

A This organization is peculiar in medical organ- 
izations in that when you belong to most medical or- 
ganizations once a member you’re always a member, 
as long as your conduct is correct and as long as you 
pay your dues. But in the American Academy of 
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General Practice the general practitioner who be- 
longs must do 150 hours of postgraduate training 
every three years in order to retain his membership. 
So we try to elevate the standards of the general 
practitioner in the country so that the people will 
get a better quality of medical care. All of this is 
being done in medical circles voluntarily. 

Q How do they do that training ? 

A One hundred hours of the 150 hours is at- 
tendance at scientific-society meetings or hospital- 
staff meetings, and 50 hours of the 150 has to be 
formal training in approved courses. For instance, 
last year there were 1,869 formal courses given over 
the country with an attendance of over 66,000. And 
that represents an increase of over 300 courses over 
the previous year, and an increase of more than 
20,000 in attendance over the previous year. 

Q Doctors are finding it necessary really to go to 
school to keep up with things ? 

A That’s right. 

Q Have there been cases where doctors were dropped 
because they didn’t comply with the requirements for 
courses ? 

A Yes, there were 464 dropped from our associa- 
tion last year because they didn’t conform to that 
rule, of 150 hours of postgraduate work. 

Q But what about a country doctor, does he have to 
go to a university town to take these courses ? 

A Yes, but often these courses are brought into 
his home town—every week there may be a two- 
hour lecture in the community on some medical 
problem, and that makes it easy for the doctor to 
attend. 

Q He doesn’t have to go to the university? 

A Not necessarily. The university may sponsor a 
circuit of postgraduate instructions and carry it to 
various areas in the State, so that it makes it easy for 
the rural doctor to attend. 


Catching Up on Studies 


Q These 464 doctors who were dropped, are they 
dropped forever ? 

A No, they can make up the time and come back 
in. But the American Academy of General Practice 
is unique in that respect: For example, I became a 
member in 1938 of the American College of Sur- 
geons, and I will always remain a member as long as 
I keep my dues paid—they don’t care whether I 
look at a book or attend a course or not. 

Q What sparked the organization and growth of 
the American Academy of General Practice ? 

A The desire on the part of general practitioners 


to have an organization of their own and to improve 
the quality of medical care given by the general prac- 
titioners. We have these five objectives: 


1. To promote and maintain high standards of 
general practice of medicine and surgery in this 
country. 

2. To encourage and assist young men and 
women in preparing, qualifying and establishing 
themselves in general practice. 

3. To preserve the right of the general practi- 
tioner to engage in medical and surgical pro- 
cedures for which he is qualified by training and 
experience. 

4. To assist in providing postgraduate study 
courses for general practitioners. 

5. To advance medical science and private and 
public health. 


Q Does your organization have any recommenda- 
tions to a patient who perhaps doesn’t have a family 
doctor and is looking for one? How does a family go 
about locating a doctor ? How do they know which one 
is good and which one isn’t quite so good ? 

A In some instances a person in a quandary like 
that would call the secretary of the county medical 
society, and he would give him a list of qualified 
physicians, qualified general practitioners, and then 
he would usually select one in his neighborhood. 


Choosing a Doctor 


Q But the patient has no way of knowing how good 
a doctor is until he has been his patient ? 

A No, but he knows that he can call the secretary 
of the county medical society, and he knows that 
the man must have proper qualifications or he 
wouldn’t be a member of that society. Or you can 
write to the American Academy of General Practice 
and we will tell you. The next step is for the patient 
to go to the doctor that he selects and have a talk 
with him and tell him that he has just moved into 
the community and is looking for a family physician, 
and just wanted to come down and say hello and 
make his acquaintance, so that if he does need to 
call him later, he will know who is calling. You 
select your doctor as you would your minister or 
anyone else—you make up your mind regarding 
his ability, honesty, and so forth. 

Q But are all members of the county medical society 
good doctors ? 

A I wouldn’t say they are all good, any more than 
all members of the county bar association are good 
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lawyers. But you know that they are qualified and 
have had the proper education. 

Q Can I move into a new town, where I know no 
one, and write your organization, and will you recom- 
mend a doctor? 

A Yes, we will give you a list. The Academy will 
not recommend an individual, but it will give you a 
list of doctors in your town who are members of the 
American Academy of General Practice. 


How Fees Vary 
Q What is considered the standard fee for the gen- 


eral practitioner, or is there such a thing as a standard 
fee? 

A That varies according to the area and the eco- 
nomic situation in the various areas in the country. 

Q But there is a standard—in your community, for 
instance, most doctors charge a standard fee, do they 
not ? 

A There is a certain uniformity, they all have a 
standard office-call charge, and a standard house- 
call charge in daytime, and at nighttime, but that 
varies in the various communities. 

Q But what is the range, about ? 

A I would say about $3 to $5 for office calls and 
$5 to $10 for house calls. 

Q Do you have any figures on the incomes of doctors ? 

A The gross income of the average general prac- 
titioner at last estimate was $23,766. About two 
fifths of the gross goes for expenses, leaving a net 
income of $14,900—that was for 1951. 

Q That is before personal taxes, isn’t it? 

A Yes. 

Now the net for specialists is $18,178. Specialists 
earned an average of 22 per cent more than general 
practitioners in 1951. A little over a decade earlier 
the difference was 250 per cent. 

Q Would it be right to say that doctors’ incomes 
have kept up with the increased prices ? 

A No. Figures show that doctors’ incomes have 
increased only 25 per cent while other groups have 
increased 100 per cent. 

Q Does your organization favor Government aid 
for schools and training, Doctor ? 

A We have in the past opposed federal aid to 
medical education because we are afraid of Govern- 
ment control. We have seen the misfortunes of Gov- 
ernment control in England, and we are afraid of it. 


Enough Being Trained? 


Q Do you think you are training enough new doc- 
tors to take the place of doctors retiring, and so on? 
A Yes; the schools are able to take the cream of 
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the crop of applicants, of course, which assures the 
American people of a high quality of medical care, 
it seems to me. 

Q But are there enough of them? 

A But what you want is quality, not quantity. 

Q Does a doctor’s son have an easier time getting 
into a medical school than others ? 

A No, sir. There is no political influence involved 
in getting into medical school—not in any medical 
school that I know of in the country. 

The number of young physicians being graduated 
from medical school today is proportionately greater 
than our population increase. 

Q How many people want to get into the medical 
schools and can’t? 

A The figure is not nearly as large now. I feel 
that a boy who is interested in getting into medical 
school today and can qualify, I think he can get in. 

Q What proportion fail to meet those qualifications ? 

A Over all, I think one out of every seven who 
apply. The rejection figure is low because of the 
careful selection in the beginning. 

Q How are medical students selected ? 

A On their grades in collegiate work, their apti- 
tude tests— 

Q Who makes the selection, the profession or the 
schools ? 

A The admission committees of the schools, 
which are composed of the professors. 

Q Not the medical societies ? 

A Oh, no. The medical societies have nothing to 
do with it. 

That is something we should correct in the pub- 
lic’s mind—the medical societies have nothing to 
do with the admission of students into medical 
schools. 

Q There is the feeling that the medical societies in- 
directly have set up something like a guild shop to 
ration the supply of doctors— 

A That is an erroneous impression in the public’s 
mind; it isn’t true. 


More Are Studying Medicine 


Q Is the enrollment in medical schools increasing 
year by year? 

A Yes—last year it was the highest in the his- 
tory—the number graduated was the highest in 
history last year. U.S. medical schools are admitting 
a total of 22 per cent more applicants than they did 
eight years ago. 

Q About how many doctors graduate each year ? 

A Approximately 7,000 annually. 

Q What is the cost of medical education ? 
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A It varies with the schools. The student pays 
only about 25 per cent of the school’s actual cost 
for his education. 

Q Who pays the rest? 

A Philanthropy and universities. 

Q What would be the minimum of cost for a student 
from the time he gets out of high school to the time he 
starts practice ? 

A About $2,000 a year—about $16,000; some 
estimate the entire cost—for everything—at $30,000. 

Q After high school ? 

A Yes. 

Q How about scholarships ? 

A Oh, scholarships are available. 

Q It isn’t true, then, that medicine is a field pri- 
marily for the sons of well-to-do people? 

A No, though medicine is more expensive than 
most any other type of education. 


Specialist’s Long Schooling 


Q If the student goes on to be a specialist he is over 
30 years old before he is through with his education, is 
he not? 

A That’s right—you spend about half your life 
before you begin to make any earnings. 

Q How can a poor boy afford to get a medical edu- 
cation ? 

A He gets a scholarship, and works in the sum- 
mertime. 

Q Have you any idea of how many scholarships are 
available in medical schools ? 

A Oh, there are hundreds of scholarships. 

Q Doesn’t the rapid increase of enrollment in med- 
ical schools now, Doctor, indicate that there has been a 
lag in filling the need for doctors? That is, in recent 
years hasn’t there been a shortage of doctors ? 

A I never have considered that there really has 
been a shortage of doctors in the country, over all. 
There has been a shortage in certain areas. It is 
mainly a distribution problem. With our ratio to 
population of one doctor per 1,000 our country has 
the best record of any nation on earth. 


Q Though the ratio of doctors to population is one 
for 1,000, there is still a poor distribution of doctors 
over the country, isn’t there? 

A Yes, the distribution is poor. Efforts are being 
made to get young physicians to move to rural com- 
munities, and communities are establishing better 
facilities and better schools, and the young doctor 
today is more inclined to go to rural communities 
because good roads have made it possible for them 
to be within short distances of hospital facilities, so 
that the problem is being gradually solved. 


Rural Problems 


Q How can we get more young physicians into the 
rural communities ? 

A By making it more attractive in the rural com- 
munities for a doctor to come there. 

Q How does the rural community do that—make it 
more attractive for the doctor? Will the small town 
build and equip a clinic and then get a doctor? 

A Many of them do. They have done a marvelous 
job out in Kansas in that kind of an effort. 

Q If people realized they could make $14,000 a year 
a lot more people would like to get into the business, 
wouldn’t they? 

A But they would have to consider how many 
years they have to devote to getting prepared. 

Q Is it necessary to have that many years of train- 
ing? 

A Oh, yes, and as time goes by the training pe- 
riods are increasing. 

Now, after medical school, you get two years’ in- 
ternship and after that five years’ more training in 
surgery. In other words, it’s seven years’ training 
after graduation from medical school fora specialized 
surgeon. And during that time, there’s no income. 

Q Is that necessary ? 

A Yes, it is. Not for ordinary surgery, but for 
special surgery—heart surgery, brain surgery, for 
those real specialized fields of surgery—you cer- 
tainly need well-trained people. 

Q Are there too many wrong ideas about doctors? 


A Yes. 
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TRENDS 


Doctor Draft Renewal Focuses on Problems 


Pustic hearings held in Congress recently on 
whether to renew the doctor-draft lease, which was 
due to expire on June 30, brought into the open 
a number of related problems. Some of them are as 
controversial as the draft law itself. For example, 
provision of governmental medical care for service- 
men’s dependents and feasibility of Federal sub- 
sidies to increase the output of doctors. 

The special conscription act was extended, with 
one minor amendment made, for two more years. 
But it will not be so simple to dispose of the complex 
side issues. These are inextricably involved with 
politics and economics. 

Members of Congress will think long and care- 
fully before acceding to arguments, advanced in 
some quarters, that the military should stop fur- 
nishing medical care to soldiers’ and sailors’ wives 
and children. They will be equally deliberative as 
to various proposals for increasing the country’s 
medical manpower, one of the most unusual of 
which calls for establishment of a “medical West 
Point” where Uncle Sam would train his own physi- 
cians for the military establishment and U.S. Public 
Health Service. 


NMVS Makes Favorable Impression 


A significant sidelight of the Congressional hear- 
ings was the Capitol Hill debut of the National 
Medical Veterans Society. In its maiden attempt as 
a factor in framing of national legislation, the newly 
organized group made an excellent impression and 
its recommendations, in the main, were adopted. 
Heretofore the American Medical Association has 
been the sole spokesman for the profession of medi- 
cine at Congressional hearings. The doctor-draft 
hearings witnessed the testimony of a second recog- 
nized medical group—the NMVS—representing 
more than 20,000 practitioners in the country. 
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AND EVENTS IN THE NATION’S CAPITAL 


Sparked by its legislative chairman, Dr. William 
B. Walsh, a Washington internist, the Society ef- 
fectively buttonholed many members of the House 
Armed Services Committee and the end result was 
an amended doctor-draft bill that abolishes the 
inequities that were contained in the original law 
enacted in 1950. 

With regard to military medical care for depend- 
ents, Congressional action in that field is not likely 
this year but the Department of Defense has taken 
the initiative in taking inventory of the entire 
problem. 

Late in April, Secretary of Defense Charles E. 
Wilson appointed a special commission whose task 
is to conduct a thorough investigation and make 
appropriate recommendations. Its chairman is Har- 
old G. Moulton, president emeritus of the Brook- 
ings Institution. Serving with him are George Wil- 
liam Bachman, also of the Brookings staff; Thomas 
L. Parkinson, president of Equitable Life Insurance 
Co.; Lewis Webster Jones, president of Rutgers 
University, and Mrs. Agnes E. Meyer, expert on 
social affairs and wife of Eugene Meyer, board 
chairman of the Washington Post. 

The commission will base its findings and recom- 
mendations chiefly on facts which it intends to 
gather this summer through the medium of hear- 
ings. Witnesses will be drawn from both the mili- 
tary services and private organizations, the latter 
including official spokesmen for medicine and 
hospitals. 

Among problems to be sifted: Whether depen- 
dents’ medical care should be provided by civilian 
physicians, with the government paying the bill on 
a fee or prepayment basis; should there be legisla- 
tive authority to provide such care; formulation 
of a definition for “dependent” ; whether it is justi- 
fied for the armed services, when planning hospital 
capacities and medical manpower requirements, to 
make provision for accommodation of soldiers’ and 
sailors’ dependents. 


/, 
AW 
\ 
— — * * * 
| 
ane 
i i 
: 
= 
93 


Appropriations Up for Scrutiny 


Apart from the doctor-draft law, whose extension 
until 1955 is assured, Congress presently is princi- 
pally preoccupied with determining the size of 
governmental appropriations for the fiscal year be- 
ginning July 1. Final action is expected to come in 
late June on the Veterans Administration budget 
and somewhat earlier on that for U.S. Public Health 
Service—budgets in which nongovernmental, as 
well as Federal, medicine has a big stake. 

Appreciable reductions are in store for USPHS 
and even greater ones for VA, which operates the 
nation’s largest hospital establishment. Indications 
are that no more than $60,000,000 will be allocated 
for aid to non-Federal hospital construction, which 
would be the smallest contribution since the Hill- 
Burton program was founded in 1946. Cuts also are 
in prospect—though these will not be drastic—for 
support of medical research, teaching grants to 


HAWAII POSES NO HEALTH PR 
Tue potential 49th state is healthy! Hawaii, pos- 
sible addition to the U.S., has one of the lowest 
communicable disease rates in the world, according 
to Dr. Howard A. Rusk of the New York Times who 
has recently visited the Pacific area. He reports no 


deaths from locally contracted smallpox since 1913, 


from diphtheria since 1946, from scarlet fever since 
1942, from whooping cough since 1948, or from 
typhoid fever since 1947. In addition, the 1952 
infant mortality rate on the islands was 21.1 per 
1,000 live births, better than the national average; 
venereal disease rate among military personnel is 
the lowest of all states; tuberculosis is being rapidly 
brought under control, as is Hansen’s disease. Each 
of the major islands has modern, well-equipped 
hospitals, and because of the lower average age of 
their population, the islands are not confronted by 
the high incidence of chronic disease found on the 
mainland. Public health officials, says Dr. Rusk, 


medical schools, and assistance to the states for 
control of tuberculosis and other communicable 
diseases. 

The medical branch of Veterans Administration 
is girding itself for deep slashes that would force 
retrenchment of its large “home town medical care” 
program, in which thousands of private physicians 
participate on a fee basis. Reduced appropriations 
also would compel contraction of utilization of con- 
sultants and attending physicians, the residency 
training program, and miscellaneous other services. 

The Hill-Burton hospital construction program 
has brought doctors into rural areas which previ- 
ously had inadequate medical services, or even none 
at all, according to Dr. John Cronin, chief of the 
USPHS division that administers H-B operations. 
He so testified at House appropriations hearings, 
emphasizing that continuation of the program con- 
stitutes a safeguard against the advent of socialized 
medicine. 


OBLEMS 


are vigilant to protect the natural public health 
advantages of the islands. 

All this is in strong contrast to the situation in 
Korea, also visited by Dr. Rusk, where, since 1945, 
health problems have been increasing. When the 
Japanese, who had been in control of Korea for 
thirty-five years, withdrew after World War II, they 
took their trained health personnel with them. Since 
then, the current war has seen physical facilities 
destroyed, 3,000,000 persons displaced, two-thirds 
of the nation’s short supply of physicians called 
into military service, and epidemics of typhoid, 
dysentery, typhus, smallpox, and encephalitis fol- 
lowing in the wake of destruction. Tuberculosis and 
Hansen’s disease are also grave problems, despite 
the fact that Korean personnel, working with the 
United Nations Civil Assistance Command, have 
achieved fine results through immunization pro- 
grams. 
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THE FAMILY PHYSICIAN MEETS WALL STREET 


BY WILLIAM I. LA TOURETTE 
Security Analyst, Shearson, Hammill & Co. 


Investing in Ethical Drug Shares 


One of the most dynamic growth industries over the 
past decade has been the very business with which 
the general practitioner is most familiar—the ethical 
drug field. During the past ten years the ethical 
drug industry has undergone a transformation from 
a relatively small and stable business to one of 
vigorous growth which now occupies a major posi- 
tion in our economy. The sulfas, first of the “‘won- 
der drugs”, set the stage in the late ’thirties for the 
industry’s dramatic expansion, but World War II 
provided the impetus for a true revolution of the 
business. During the war, fermentation techniques 
were developed that enabled the large-scale pro- 
duction of the antibiotic penicillin, and in 1946 com- 
mercial production of a second major antibiotic— 
streptomycin—got under way. These products met 
with immediate and widespread acceptance, and 
sales of the major ethical drug producers, most of 
whom were producing both penicillin and strep- 
tomycin, rose sharply. The drug business attained 
the status of a billion dollar industry early in the 
post-war period; the value of all drugs produced 
domestically in 1947 amounted to $1.2 billion, 
compared with only $386 million in the pre-war 
year 1939. 

Ethical drugs, like every other major American 
industry, soon proved not to be a “‘one way street” 
and when the supply of penicillin finally caught up 
with demand late in 1948, a wave of price-cutting 
developed. Producers who had entered the field 
under the stimulus of wartime concessions were 
forced to dump their heavy inventories on the open 
market, as they lacked the distribution facilities of 
the established pharmaceutical houses. A similar 
situation developed in streptomycin, even though 
there were a smaller number of producers in the 
field. Consequently, earnings of most ethical drug 
manufacturers declined substantially in 1949. 

With the transition of both penicillin and strep- 
tomycin from high-margin, ethical specialities to 
large-volume, low-margin staples, the drug com- 
panies accelerated their search for new and better 
antibiotics in order to restore their earning power. 
This increased investment in research soon paid off 


handsomely with the successive discovery of the 
broad-spectrum antibiotics Aureomycin (Lederle), 
Chloromycetin (Parke Davis), and Terramycin 
(Chas. Pfizer), and the commercial introduction by 
Merck of cortisone for hormone therapy. All four of 
these products found large and growing markets; 
sales and earnings of the four companies expanded 
sharply through 1951, which in turn was reflected 
in a substantial market rise in the shares of the 
companies. 


Antibiotics Spark Drug Sales 


The tremendous progress made by the ethical 
drug industry in the past decade is reflected in the 
fact that antibiotics, which were mere laboratory 
curiosities before World War II, now are believed 
to be prescribed in from 30 per cent to 50 per cent 
of all cases. Antibiotics, together with ACTH and 
cortisone or dihydrocortisone, account for an 
estimated 65 per cent of the total retail sales of all 
ethical drugs. Last year, however, the drug in- 
dustry was again hit by a recurrence of overpro- 
duction in penicillin and streptomycin; prices for 
penicillin and streptomycin were reduced, and both 
production and inventories were cut back through- 
out the industry. Sales of the broad spectrum anti- 
biotics, on the other hand, are believed to have 
continued on a rising trend last year with the excep- 
tion of Chloromycetin, which encountered special 
difficulties. Nevertheless, virtually all ethical drug 
shares reflected the depressed state of the market for 
competitive antibiotics and most issues in the group 
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were poorer-than-average market performers in 
1952. Consequently, ethical drug stocks have be- 
come more reasonably priced in relation to earnings 
and dividends during the past year after a period of 
market “‘over-glamorization”’ in 1951. 

The investor in ethical drug shares has four 
broad categories of companies from which to choose: 
(1) full line houses, such as Parke Davis, Lederle 
Laboratories (a wholly-owned subsidiary of Amer- 
ican Cyanamid) and Eli Lilly (a closely-held corpor- 
ation) ; (2) restricted general line houses, such as E. R. 
Squibb (now a wholly-owned subsidiary of Mathie- 
son Chemical), Abbott Laboratories, Upjohn (closely 
held), and Sharp & Dohme; (3) specialty houses, 
which include Smith Kline & French, G. D. Searle 
and Schering; and (4) bulk pharmaceutical and fine 
chemical producers, such as Chas. Pfizer and Merck. 
The full line companies produce virtually com- 
plete lines of prescription drugs, serums, biologicals 
and veterinary products while the limited line 
houses carry more limited general lines and a higher 
percentage of trade-named ethical specialties. 

Specialty houses do not handle general line phar- 
maceuticals but feature a relatively small number of 
products, most of which are exclusive items or 
dosage forms marketed under brand names. The 
bulk pharmaceutical and fine chemical producers 
manufacture drugs in large volume for sale prin- 
cipally to other pharmaceutical concerns as raw 
materials. Of course, the fields overlap and many 
drug producers are now in several of the various 
segments of the business. Furthermore, many pre- 
dominantly proprietary (over-the-counter) drug 
producers own ethical drug subsidiaries, including 
Bristol-Myers (Bristol Laboratories), American 
Home Products (Wyeth; Ayerst, McKenna & 
Harrison), Norwich Pharmacal (Eaton Labora- 
tories), Lambert (Harrower Laboratory), Sterling 
Drug (Winthrop-Stearns), Vick Chemical (Wm. S. 
Merrell) and Warner-Hudnut (Chilcott Labora- 
tories). 


Drug Industry Stable 


The ethical drug industry has been characterized 
over a long period of years by wide profit margins, 
exceptional growth, aggressive research and mer- 
chandising policies, and resistance to business de- 
pressions. As a result of these favorable investment 
aspects of the industry, ethical drug shares tend to 
sell at relatively high multiples of earnings and on 
comparatively low yield bases. Most leading ethical 
drug shares at the 1952 year-end were selling 
around 13 to 25 times their estimated earnings for 


the year and their yields ranged from about 3 
per cent to 44% per cent. This compares with a 
times-earnings ratio of about 11 times for Barron’s 
50 Stock Average, on which the yield was 5% per 
cent. Pertinent statistics on leading drug companies 
whose shares are listed on the New York Stock 
Exchange are shown in the following tabulation: 


price est'd. 1952 
12-30-52 earnings 
Abbott Labs. 45’ $2.25 
Merck & Co 25% 1.00 
Parke, Davis 44 3.50 
Chas. Pfizer 33 2.25 
Sharpe & Dohme 44% 3.00 


1952 
dividend 
$1.90 
0.80 
1.90 
1.15 
2.00 


The longer term outlook for the industry appears 
bright because of the anticipated growth in the 
domestic population and the rising proportion of 
people over 45 years of age. The trend away from 
home remedies and toward medical care and pre- 
scriptions, the rise of income and education among 
the lower brackets and the growing importance of 
medical and hospital insurance plans are also favor- 
able factors to be considered in appraising the future 
prospects for the business. Furthermore, the con- 
tinuing flow of new drugs from the laboratories (in- 
volving research expenditures by the industry of an 
estimated $70 million annually), together with the 
development of new markets for existing products 
such as the use of antibiotics as animal feed supple- 
ments, suggest that the ethical drug industry is on 
the threshold of a new era of growth. 

Investors in ethical drug shares should nonethe- 
less keep in mind the fact that the industry is sub- 
ject to periodic adjustments, as in 1949 and 1951, 
and most drug share prices have declined in such 
periods. In choosing an individual issue within the 
industry, the doctor-investor should not let his 
prescription selections influence his investment 
appraisal. An individual company might produce 
several drugs which are tops in their particular 
field, but the stock of that company might not be an 
attractive investment for entirely different reasons. 
New product developments by any particular com- 
pany are highly important, not only to prevent 
obsolescence of existing lines but also to open sales 
potentials through new drugs that treat illnesses 
presently lacking adequate medication. The doctor, 
with his intimate knowledge of developments in the 
drug field, is in a particularly good position to invest 
in this dynamic and vital industry. 

This is the eighth in a series of articles designed to acquaint 
the doctor with fundamental principles and policies for invest- 
ing in securities. 
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MILITARY DEPENDENT CARE 


QUESTIONED 


The National Emergency Medical Service leaves 
something to be desired, according to at least one 
doctor who has spent three years at an Air Force 
base in this country. Because he is a reserve officer, 
with three years to go, and dependents to care for, 
our informant has requested that his name be with- 
held. We are publishing here the gist of his remarks, 
not because we are convinced that what he writes 
concerning conditions in one camp is necessarily 
true of the whole service, but because we feel that 
his observations are interesting and worth airing. 
We'll be equally interested in presenting other 
facets of the picture if they are brought to our 
attention. 

According to Doctor X, most of the physicians in 
the ASTP-V12 group joined one branch or another 
of the military service, under direct threat of draft, 
only to wind up spending most of their time caring 
for civilian dependents. “We were drafted from 
civilian life,” he writes, ‘to care, under the ineffi- 
cient thumb of the service, for civilians.” 

And he makes the point that the civilians cared 
for are not mainly the dependents of lowly Pfc’s 
or corporals. Men at this level, he states, are often 
not married, or have not yet started to rear a family. 
Privates and corporals are discouraged from marry- 
ing, he points out, until they are full sergeants, by 
being required to obtain the C.O.’s permission for 
marriage, and by inability to move household goods 
from one station to another at the expense of the 
service. As a result, eighty per cent of the doctor 
hours spent on care of dependents are for depend- 
ents of personnel ranking as master sergeant or 
higher. “And a M/Sgt., on flying status, and with 
ten years in the service, makes about what I do and 
can afford some prepaid medical expense program! 

‘As chief of our outpatient dependent service for 
two years, my work has been ninety per cent or more 
on civilian dependents,” continues Doctor X. “We 
have had two pediatricians and two to four OB-Gyn 
men here, whose time has been devoted almost one 
hundred per cent to dependent care. A conserva- 
tive estimate at our base indicates that eighty per 
cent of all doctor-man-hours are spent on civilian 
dependents. From communications and conversa- 
tions I’ve had with medical officers at other bases, 
this situation seems to be commonplace.” 
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“Eighty per cent of all doctor man hours at 
our base are spent on civilian dependents.” 


Doctor X doubts the accuracy of figures given out 
by military authorities on frequency of dependent 
care in the services. “In a recent Journal of the 
American Medical Association, there was some talk of 
ten per cent of the doctor’s time being devoted to 
dependent care. At our base last year, the inspecting 
parties recommended on paper that only one doctor 
be assigned to dependent care. That month, more 
than 700 children were seen by the pediatricians, 
over 400 general medical adult dependents were 
treated, and, in addition, 74 deliveries and more 
than 700 OB-Gyn outpatients were handled. In 
addition, almost 2,000 prescriptions were filled for 
dependents in that same month. Thus it is with 
great reluctance that I accept any figures the service 
may give on dependent vs. military care. 

“The American Medical Association recently 
sent me some figures on dependent care, furnished, 
apparently, by the United States Air Force. These 
figures indicate that the entire Air Force depart- 
ment load is only about ten times as great as what 
we had at one small wing base!” 

Doctor X supplies the following as breakdown of 
actual figures at his base for 1951-52: 


HOSPITAL ADMISSIONS: 1,200 dependents; 900 military—(many 
of the military admissions for routine colds, V.D., sprains, etc., 
where hospitalization was granted because “full military duty" 
could not be performed). 
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PRESCRIPTIONS FILLED BY PHARMACY: 50 per cent for dependents; 
50 per cent for military. However, according to the pharmacists, 
80 per cent of the cost of pharmacy materials goes for de- 
pendents, since their care requires many expensive and non- 
standard items, OB-Gyn and pediatric preparations, etc. 

IMMUNIZATION PROCEDURES: 50 per cent dependents; 50 per 
cent military. 


OUTPATIENT VISITS FOR FOUR MONTHS 


Civilians (Depend- 

ents, Civil Service, 
Military (All Branches) Govt. Contracts, etc.) 
Visits Treatments Visits Treatments 


2,332 2,007 2,740 
September 1,996 1,811 2,510 
1,857 2,434 2,376 3,589 
November 2,376 2,009 2.792 


Even these concrete figures do not reflect the 
actual differential, thinks Doctor X, because civilian 
visits take more time than do military, and thus the 
bulk of physicians’ time is spent on civilian care. 

He also stresses that the military services have 
handled the physician supply poorly, in taking the 
entire ASTP-V12 group almost at one time, for two 
and a half to three years, when they might have used 
one-third or one-fourth of that group at one time 
and thus have had a supply sufficiently large to care 
for military needs for eight to twelve years. 


**As a corollary of this ‘feast and famine’ atti- 
tude,” he concludes, “‘it should be pointed out that 
a civilian medical shortage has been created, with 
dearth of civilian doctors creating a clamor for 
socialized medicine. An excess of military physi- 
cians, plus the service policy of giving all available 
care to dependents at little or no cost to the indi- 
vidual, has sold thousands on the idea of socialized 
medicine. So, hundreds of young doctors like 
myself have been forced by circumstances into the 
position of selling socialized medicine to the 
public! 

“The question of the moral obligation of the 
country to furnish free military medical care to 
service dependents has many facets. We do not feel 
it is necessary to feed these dependents if they are 
hungry, or to clothe them if they are cold. Of course 
there are parts of the world where dependent medi- 
cal care would be unavailable if it were not supplied 
by the military. But I feel that even in these spots, 
total medical care need not be absolutely free. It has 
been found that charging a fee of fifty cents for each 
pharmacy visit, regardless of number or expense of 
prescriptions, causes a rapid reduction, to the ex- 
tent of fifty per cent, in the number of prescriptions 


filled.” 


“It was a great fight, Mom!” 
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“Next week, Ladies and Gentlemen, 
Venus and Jupiter in a special ap- 
pearance. Try to be sick then!” 


WHAT OUR CANADIAN 


COUSINS ARE UP TO 


In Vancouver, British Columbia, a physician who 
realizes that servicemen worry about their sick rel- 
atives writes letters to the fighting men giving them 
weekly reports on the sick person’s progress. 

A physician in Victoria has installed a photo- 
telephone which photographs each new patient as 
he converses with the receptionist. Transmitted im- 
mediately to the physician in his private office, it 
familiarizes him with the new patient before he 
enters. The doctor can also listen in on the conver- 
sation between the receptionist and the patient. 

In collaboration with a local hospital, a physician 
in Winnipeg has worked out a Gift Guide with rec- 
ommended and not-recommended gifts for hospital 
patients. 

Over in Gander, Newfoundland, a physician 
averts waiting-room boredom by a map of the heav- 
ens projected on the ceiling. With location of stars, 
planets, and constellations plainly marked, and a 
recorded lecture broadcast softly, the jittery patient 
can simultaneously improve his time and his mind. 
It’s particularly useful for keeping children occu- 
pied while their parents are seeing the doctor. 
Different lectures and sky slides are presented each 
week, 

A physician in Saskatoon, Saskatchewan, goes 
even further to provide entertainment. He has ar- 
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ranged with a commercial air charter service to give 
patients a 15-minute ride over the community once 
a month. Six patients—three children and three 
adults—are selected at one time for the treat. 

A Regina, Saskatchewan, physician dispenses a 
special type of monthly calendar to all his patients. 
It’s purse size, contains the calendar on one side, 
and, on the reverse, a photograph and explanation 
of some instrument the physician uses in his every- 
day examinations. In this way the various tools of 
the trade which the modern medical practitioner 
uses in his testing, analysis, and diagnostic proce- 
dures, are made familiar. 

Identification cards are presented patients by a 
physician in Newfoundland. On them are found the 
patient’s photograph, fingerprints, weight, height, 
description, including identifying scars, plus men- 
tion of any disease (diabetes, heart conditions, 
epileptic seizures, etc.) which might cause fainting 
spells in the street. The card, signed by the physi- 
cian, also requests immediate admission, without 
red tape or delay, to any community hospital when 
necessary. Ambulance and hospital service is thus 
considerably expedited. The office receptionist 
makes the photograph, using a small camera with 
flash attachment, and also does the fingerprinting. 
Duplicates are kept in the doctor’s office. 
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Puysicians tend to be lax in diagnosis of occupa- 
tional disease, declared Dr. Albert O. Seeler, of the 
Harvard Medical School, speaking recently at a two- 
day symposium on industrial medicine at the Har- 
vard School of Public Health in Boston. Represent- 
atives of general practice from the New England 
States and New York participated in the meetings 
which marked the first time the American Academy 
of General Practice, the Council on Industrial 
Health of the American Medical Association, and 
the Liberty Mutual Insurance Company have com- 
bined to sponsor a meeting with the school. 

According to Dr. Seeler, failure to recognize oc- 
cupational disease may result in improper therapy, 
continuation of the hazard with possible injury to 
other workers, and unnecessary economic distress 
to the patient. An improper diagnosis of occupa- 
tional disease may lead to disheartening litigation 
as well as incorrect therapy. Diagnosis of occupa- 
tional disease depends upon a careful occupational 
history with the customary good clinical history, he 
pointed out, and the physician must be familiar with 
the physical findings that are associated with spe- 
cific occupational diseases. With new chemicals 
constantly introduced, it is the physician’s respon- 
sibility to keep informed concerning the toxicology 
of new materials used by his company. Unfortu- 
nately, in many instances, new compounds must be 
used before much is known concerning their toxic- 
ity, and the physician has to protect his workers by 
frequent clinical examinations. 

Seminar lectures, which covered everything from 
the fundamentals of the Workmen’s Compensation 
Act to the role of the doctor in labor relations, were 
especially geared to assist physicians who have been 
asked to build part-time employee health services 
in industries in their communities, but who have 


INDUSTRIAL MEDICINE MEETINGS 


ATTRACT DOCTORS 


little knowledge of the fundamentals of industrial 
medicine. 

With adoption of in-plant employee health pro- 
grams by American industry rapidly increasing, 
medical schools are including lectures on this sub- 
ject in order to create physicians with knowledge 
of the fundamentals of industrial medicine. Such 
lectures are incorporated in the undergraduate cur- 
riculum, while graduate schools of medicine and 
public health are building postgraduate courses of 
training. Despite this work, hundreds of physicians 
without orientation are being asked to enter in- 
dustries in their communities to build part-time 
employee health services. Members of the American 
Academy of General Practice have often voiced 
their desire for opportunities to learn some of the 
special aspects of this growing field of medical prac- 
tice, and it is to meet such requests that such 
seminars are planned. 

The two days of the Harvard seminar were di- 
vided into four sessions. The first dealt with indus- 
trial injuries, with emphasis on compensation laws, 
claims handling, and safety. The second took up oc- 
cupational diseases with special emphasis on prob- 
lems of diagnosis and of evaluating the severity of a 
toxic exposure. The third, on industrial medicine, 
included aims and scope, industrial relations as- 
pects, and the relationship of industrial medicine to 
private practice. The final session took up the role 
of industrial medicine in the country’s problems of 
medical care. 

The meetings were intended as a pilot seminar 
and will be reproduced for the guidance of other 
schools and medical societies. Attendance at the 
sessions is accepted for credits toward the post- 
graduate study hours required for continued mem- 
bership in the A.A.G.P. 
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IN PREVENTIVE GERIATRICS 


Ayerst, McKenna & Harrison Limited 
New York, N. Y. - Montreal, Canada 
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“Mediatric” Capsules are specially formulated to 
meet the needs of your aging patients — the post- 
menopausal woman and the man over 50. Steroids 
and nutritional factors will effectively counteract 
declining sex hormone function and dietary inade- 
quacy, as well as interact to maintain the integrity 
of general metabolic processes. The mild anti- 
depressant will tend to promote a brighter mental 
outlook. “Mediatric” Capsules will help your pa- 
tients enjoy better health now and in the yecrs 
to come. 


Each capsule contains: 


STEROIDS 

Conjugated estrogens equine (“Premarin”®@). 0.25 mg. 
Methyltestosterone 2.5 mg. 
NUTRITIONAL SUPPLEMENTS 

Vitamin C (ascorbic acid) 

Thiamine HCI 

Vitamin By U.S.P. (crystalline) 

Folic acid 

60.0 mg. 
Brewers’ yeast (specially processed ) 


ANTIDEPRESSANT 
d-Desoxyephedrine HCl 
No. 252 — Supplied in bottles of 30, 100, and 1,000. 


SUGGESTED DOSAGE: 

Male: One capsule daily, or more as required. 

Female: One capsule daily, or more, taken in 21-day 
courses with a rest period of one week between courses. 
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“This NEW book is intended for anyone... 
and most important, 

the PRACTICING PHYSICIAN, 

no matter what his specialty.” 


—FROM THE AUTHORS’ PREFACE TO 


The Roots of Psychotherapy 


by CARL A. WHITAKER, M.D. and THOMAS P. MALONE, Ph.D. 


In this new work, the authors stress a brief, intensive therapy, the basis of which is a warm 
interchange between the patient and the therapist, from which experience the therapist 
gains as well as the patient. The authors emphasize the concept that psychotherapy is 
therapist-activated and rooted in the character and personality of the therapist himself. In 
this new book, the authors treat their subject from practical and theoretical viewpoints, 
dividing it into three sections: Part I — Foundation; — Part Il — Process and 

Part I1]—Techniques. 256 Pages (Approx.); Illustrated; Well Bound 


NEW...1953 MEDICAL PROGRESS 


Edited by MORRIS FISHBEIN, M.D. and written by 
25 of today’s most distinguished men in medicine 

Every general practitioner will want to own this handsome new volume which gathers 
together the vast clinical and research experiences, the newest techniques of such noted 
specialists as DR. PAUL DUDLEY WHITE, DR. CHARLES W. MAYO, DR. FRED- 
ERICK W. STARE, DR. PERRIN H. LONG and DRS. IRVINE H. PAGE and A. C. 
CORCORAN. Up-to-date material on cardiology, surgery, dermatology, urology, obstetrics, 
chest diseases, otolaryngology, allergy, infectious diseases, arterial hypertension, rheumatic 
diseases, nutrition, new and important drugs, psychiatry and psychosomatic g 500 
medicine, gastrointestinal disorders, orthopedic surgery. 400 Pages 


VAGINAL Infections, Infestations, and Discharges 


by J. B. BERNSTINE, M.D. and A. E. RAKOFF, M.D. 


Only book covering ALL aspects of this subject for ALL age groups. In discussing vaginal 
disorders, the authors consider the incidence, etiology, pathology, clinical manifestations, 
diagnosis, and treatment of conditions such as moniliasis, trichomoniasis, chancroid and 
lymphogranuloma venereum. Deals with vaginitis due to physical and chemical 
agents. Approach is strictly clinical. 415 Pages; 100 Illustrations and 

Photographs, 


THE BLAKISTON COMPANY 
575 Madison Avenue 105 Bond Street 
New York 22, N. Y. Toronto 2, Canada 


Please send me the following books on a 10-day trial basis: 
copies of Whitaker & Malone’s THE ROOTS OF PSYCHOTHERAPY, $4.50 
——copies of Fishbein’s 1953 MEDICAL PROGRESS 
copies of Bernstine & Rakoff’s VAGINAL INFECTIONS 
You SAVE Postage by Sending Check or Money Order 
_] Check or M. O. Enclosed (J Charge CJ Send C. O. D. 
(Postage Prepaid) (Plus Postage) (Plus Postage) 
NAME 


ADDRESS 
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Infrared Photography in Medicine. By Leo C. Massopust, Sr. 
Pp. 53. Price, $2.75. Charles C Thomas, Springfield, Ill., 
1952. 


Infrared photography is of value for medical purposes 
because of its high degree of contrast and also because 
nonoxygenated blood is rendered dark in infrared 
photographs; whereas, oxygenated arterial blood is not 
recorded. Therefore, different color material can be 
registered in extreme contrast and pathologic con- 
ditions involving changes in the superficial veins or 
certain circulatory disturbances often can be studied 
to advantage through infrared photography. 

This small pamphlet gives very limited information 
on the subject. A physician or photographer desiring 
to use this medium would require a great deal more 
information than is supplied here. However, one utili- 
zing this field would find the information of value in 
addition to other information found elsewhere. 

There are about fifteen excellent infrared photo- 
graphs to illustrate the usefulness of this medium. 
Many of these are compared with routine black and 
white photographs which have not been done to the 
maximum of skill because of the flatness of the lighting 
and the failure to use appropriate filters to bring out 
the desired contrast in the material photographed. 

Forty-five references are listed. A more complete 
bibliography on the subject may be obtained from the 
Eastman Kodak Company. 

—Sraniey R. Truman, -M.D. 


The 1952 Year Book of Medicine. Edited by Paul B. Beeson, J. 
Burns Amberson, William B. Castle, Tinsley R. Har- 
rison, George B. Eusterman, and Robert H. Williams. 
Pp. 735. Price, $6.00. The Year Book Publishers, Inc., 
Chicago, 1952. 

A review of the annual Year Book of Medicine can in- 
deed be perfunctory. However, the existence of such a 
handy volume of abstracts, brief but concise, should not 
pass unnoticed by busy general practitioners and intern- 
ists. 

Through the clarifying editorial comments of such 
physicians as Amberson, Beeson, Castle, Eusterman, 
Harrison, and Williams, this compact volume reviews 
the important medical writings of 1951. It is not an at- 
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tempt to present the “rare” or “bizarre” but an offer of 
topics applicable to the practitioner’s daily work. Simul- 
taneously the newer developments are presented which 
should stimulate as well as educate those who rarely 
meet such problems in the rounds of their office, clinic, 
or hospital practice. 

Adequately indexed, and thoroughly illustrated with 
charts, graphs, and even x-ray photographs that can be 
read, the value of such a volume will not be underesti- 
mated, and year after year it will continue to be an aid to 
student, clinician, house officer, examiner, and examinee. 
—GeorcE P. Georce, M.D. 


Ophthalmic Pathology. An Atlas and Textbook. By American 
Academy of Ophthalmology, and Otolaryngology and 
the Armed Forces Institute of Pathology. Pp. 489. Price, 
$18.00. W. B. Saunders Co., Philadelphia, 1952. 


This combination atlas and textbook has made avail- 
able in one volume a thorough course of study in 
diseases of the eye. The authors have integrated the 
basic science approach to ophthalmology with the 
pathologic entities in a manner which makes the con- 
tent readily understandable to students, residents, and 
practitioners not primarily interested in ophthalmology 
or pathology. 

The principal aim of the committees compiling the 
text was “‘to provide a text embodying the requirements 
in histopathology for Board certification, to further the 
instruction of residents, and to furnish a convenient 
source for the ophthalmologist pursuing study in the 
pathology of his specialty.” In accomplishing this pur- 
pose they have done a particular service by including a 
chapter on the histology of the normal eye followed by 
one of the nature and mechanism of inflammation. It 
is this latter chapter with its explanation of the general 
principles of inflammation and detailed descriptions of 
the microscopic appearance of the various “‘inflamma- 
tory” cells which makes the volume of value to all 
students and practitioners of medicine. Even the stand- 
ard texts on pathology do not include such thorough 
descriptions and illustrations of the microscopic ap- 
pearance of the polymorphonuclear cell, the plasma 
cell, the lymphocyte, the epithelioid cell, and the giant 
cell. With this volume we now have pictorial material 
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in the office... 


sick people 
need nutritional support 


Whether vitamin deficiencies be 
acute or chronic, mild or severe, for 
truly therapeutic dosages specify 


THERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


Vitamin A (synthetic) 25,000 U.S.P. units 
Vitamin D 1,000 U.S.P. units 
Thiamine Mononitrate 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1,000. 


i “THERAGRAN’ IS A TRADEMARK OF E.R. SQUIBB & SONS. 
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SQUIBB 


for reviewing inflammation in all fields as well as in the 
eye. The rest of the text deals with specific ophthal- 
mologic diseases using as source material the Registry 
of Ophthalmic Pathology. 

At the risk of being considered hypercritical it might 
be suggested that an already fine work could have been 
enhanced if certain of the key illustrations had been in 
color. 


—Manninc W. Atpen, M.D. 


The 1952 Year Book of Drug Therapy. Edited by Harry Beck- 
man, M.D. Pp. 606. Price, $5.50. The Year Book Pub- 
lishers, Inc., Chicago, 1952. 


The Year Book of Drug Therapy presents selected ab- 
stracts of articles published during 1952 relating to de- 
sirable and undesirable effects of drugs. The articles are 
presented concisely, and after some there appear brief 
editorial comments which, for the most part, are quite 
pertinent. 

The introduction summarizing the highlights of the 
year is excellent. In one respect, it is unfortunate that 
it is not more inclusive; however, if it were, there would 
be no good reason for presenting the remainder of the 
book. 

The drugs used in all medical specialties are consid- 
ered under appropriate headings, and in some instances 
special disease entities are discussed individually. As 
could be anticipated, approximately one-third of the 
articles are concerned with the effects of ACTH and 
cortisone since apparently they are used in every medi- 
cal specialty. Particularly startling is the large number 
of papers relating to the undesirable effects of many of 
the drugs now in common use. There are approximately 
ninety such articles in this review—allergic reactions, 
blood dyscrasias, and bacterial resistance being most 
frequently mentioned. 

The book may be best used for reference purposes by 
the general practitioner, and one should not expect 
comprehensive discussions of the therapeutic value of 
drugs now in use. —Josepu F. Fazexas, M.D. 


Textbook of Surgery. Edited by H. F. Moseley, D.M. Pp. 896. 
Price, $15.00. The C. V. Mosby Company, St. Louis, 
1952. 


This is an entirely new textbook, not a revision of 
an old textbook. It was written primarily for students. 
It is well illustrated with photographs, x-rays, and 
drawings. Discussions are brief and to the point. Em- 
bryology, anatomy, and physiology are considered 
wherever applicable and are treated significantly and 
succinctly. 

In general, the discussions follow the outline of em- 
bryology, anatomy, and physiology—the description 
of the condition, definition of symptoms, complications, 
and then treatment. The chapters are written by a long 
list of notable experts in their various fields and are, in 
general, up to date. There are some areas in which the 
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reviewer would disagree, such as the use of phenol in 
oil solutions in the injection treatment of hemorrhoids, 
and the omission of the Cooper ligament repair of 
inguinal hernia. 

This book will be of most interest to students; how- 
ever, physicians who do not do surgery and yet would 
like to have a ready reference book on surgery to de- 
termine what surgical procedures are available and 
what the current surgical thinking is, would find this 
book an excellent and very readily available reference 
text. This is not a text of surgical technique, and the 
surgeon and the surgical resident would not find this 
book adequate in either extent or detail. 

—Sraney R. Truman, M.D. 


Blood Clotting and Allied Problems. Edited by Joseph E. 
Flynn, M.D. Pp. 368. Price, $4.95. Josiah Macy, Jr., Foun- 
dation, New York, 1952. 

This verbatim report of the Fifth Conference on 
Blood Clotting and Allied Problems successfully por- 
trays the integrated scientific knowledge of the nine- 
teen eminent participant members and eleven guests 
representing various allied scientific and medical spe- 
cialties from the United States, Canada, Italy, and 
Norway, on seven major presentations: 


(1) Clinical Evaluation of the Newer Anticoagulants (Barker). 
(2) A Comparative Evaluation of Tromexan and Dicumarol 
(Wright). 

(3) New Clotting Factors (Owren). 

(4) Defects in Hemostasis Produced by Whole Body Irradiation 
(Cronkite and Breecher). 

(5) Pathogenesis of Irradiation Hemorrhage (Allen). 

(6) Antithromboplastin Activity of the Plasma of Animals; Exposed 
to lonizing Radiations (Tocantins). 

(7) Fibrinolysin and Antifibrinolysin: A Proteolytic Enzyme System 
in the Blood (Loomis). 


The material is well presented and more easily com- 
prehended because of numerous illustrations, figures, 
and charts. There are accurate bibliographies and a 
cumulative index for the transactions of the conferences 
from 1948 to 1952. 

Of definite interest to the general practitioner are the 
discussions by Barker and Wright concerning Dicuma- 
rol, Tromexan, and anticoagulant No. 63. Dosages, 
safety factors, and a discussion of their relative ad- 
vantages, together with information concerning the use 
of vitamin K; as an antagonist for the coumarin com- 
pounds, are vividly portrayed in a manner which em- 
phasizes the need for caution and experience, and the 
preferable use of these drugs in a hospital where labo- 
ratory control is accurate. 

The coagulation theory, together with the brilliant 
work of Owren on the proconvertin-convertin system, 
and discussion of the prothrombin conversion factors, 
as well as Alexander’s report on the properties of SPCA 
(serum prothrombin conversion accelerator), are of 
great value to workers interested in the complexities 
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BLANKET COVERAGE 


Generous amounts of the vitamins most frequently prescribed .. . in stable, 


palatable, readily absorbed 


DAPTA’ 


FORMULA, EACH CC.: (Improved Formula) 


Vitamin A . 10,000 U.S.P. units MULTIVITAMIN PREPARATION 
Vitamin . 2,000U.S.P.units FOR INFANTS AND CHILDREN 
SUPPLIED: Bottles of 15 and 30 cc., with graduated 

dropper. 
hydrochloride .. 3meg. DAPTA has no expiration date . . . refriger- 
ation is unnecessary 


Riboflavi 
iboflavin PHILADELPHIA 2, PA. Wyeth 
® 


Niacinamide 


Thiamine 


VitaminC ..... 
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of blood coagulation. The chapter on “New Clotting 
Factors” also contains practical knowledge for appli- 
cation in medicine and surgery. 

Of immediate and timely importance is the consider- 
able space devoted by Cronkite, Allen, and Tocantins 
to the effects of radiation injury. It has been learned 
that death due to irradiation illness cannot be assigned 
to a single factor—infection, hemorrhage, and anemia 
all have their relative importance. Transfusion, anti- 
biotics, and head shielding are among therapeutic and 
precautionary measures discussed. 

A simplified clotting diagram appears in the final re- 
port by Loomis in his discussion of “Fibrinolysin and 
Antifibrinolysin: a Proteolytic Enzyme in the Blood.” 
This study of the preparation, properties, reactions, 
and relation to the clotting time, is of academic interest. 

—Ftoyp C. Bratt, M.D. 


Manual of Gynecology. By E. Stewart Taylor, M.D. Pp. 204. 
70 illus. Price, $4.50. Lea and Febiger, Philadelphia, 
1952. 


This is a neatly arranged, well-organized manual pro- 
viding the basic essentials of gynecology for the medical 
student or general practitioner. There is good paper and 
cloth binding, easily readable print; the illustrations 
are clearly reproduced and well placed. The index is 
excellent. Didactic presentations have been reduced to 
a minimum. At the end of each chapter is a good 
bibliography of references pertinent to the subject. 

The technical aspects of operative gynecology have 
not been included but the indications and contraindi- 
cations for various gynecologic procedures are pre- 
sented. 

The medical, psychosomatic, and endocrinologic as- 
pects of diagnosis and treatment are emphasized. 

Details for the diagnosis of sterility problems and 
gynecologic endocrinologic disorders are concisely and 
pertinently handled. 

Many general practitioners will want to own this book 
just to help clear up the confusion about proprietary 
names, potencies, scientific classification, and thera- 
peutic application of hormone preparations. This is 
presented with clarity and brevity in the last chapter. 

Dr. N. Paul Isbell contributes one five-page chapter 
on the use of biopsy and vaginal smears as part of the 
thorough investigative physical examination in the 
female. If you are not already making these procedures 
routine because you are in doubt about what to do or 
use, this one chapter alone will be worth your reading. 

Suaw, M.D. 


Practical Dermatology. By George M. Lewis, M.D. Pp. 328. 
Price, $7.50. W. B. Saunders Co., Philadelphia, 1952. 
Perhaps in no other medical text is the presence of 

pictures so important as in a book on dermatology. Dr. 

Lewis’ book lists 99 plates but each plate consists of 

from 2 to 6 photographs portraying some 400 distinct 
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skin entities. In a book of 328 pages this proportion is 
a definite asset. 

Some criticism could be raised concerning the lack 
of color plates. Nevertheless the black and white photog- 
raphy is so excellent and the reproduction so faithful 
that the lesions do not lose any of their realism. 

The manuscript itself is well-written, concise, and 
complete. It was designed as a text for medical students 
and a practical guide for the general practitioner. In 
this aim it has succeeded admirably. 

—A. R. Marsicano, M.D. 


Radiologic Diagnosis of the Lower Urinary Tract. By Donald E. 
Beard, M.D., William E. Goodyear, M.D., and H. 
Stephen Weens, M.D. Pp. 150. Price, $6.50. Charles 
C Thomas, Springfield, Lil., 1952. 


In the preface to this volume the authors state that it 
is intended as a guide for the roentgenologist and 
urologist, adding that much of the content is suitable 
also for the general practitioner and the student. A 
close study of the book emphasizes this statement by 
the authors. 

A detailed review of the anatomy and function of the 
bladder is thorough and extremely interesting. The 
wealth of actual x-ray reproduction constitutes more 
than two-thirds of the volume. Printing and arrange- 
ment is of excellent quality and the book is well written. 

However, it is questionable whether or not the gen- 
eral practitioner would find it a volume of special in- 
terest because of its attention to technical detail. Most 
of the conditions described in the book are those that 
are well recognized by the general practitioner as being 
out of his usual therapeutic field and to be referred to 
the urologist and roentgenologist. 

—J. R. Fowrer, M.D. 


The Treatment of Diabetes Mellitus. By Elliott P. Joslin, M.D., 
Howard F. Root, M.D., Priscilla White, M.D., Alexander 
Marble, M.D. Pp. 772. Price, $12.00. 9th Ed. Lea and 
Febiger, Philadelphia, 1952. 


This text presents a well-rounded concept from sev- 
eral points of view of the understanding and treatment 
of diabetes mellitus. It is interesting that this book em- 
phasizes the importance of the role of the family doctor 
in both the diagnosis and treatment of diabetes mellitus. 

It gives a broad background for an understanding of 
the disease insofar as is at present proved. The indefi- 
niteness of the definition of the disease admits the con- 
cept that there are probably metabolic factors concerned 
in the causation and incidence of the disease which have 
not yet been properly related to the function of the pan- 
creas. It gives an exhaustive analysis of the statistics of 
the disease, and tables as a basis for the observation and 
study in many countries of the world. The chapter on 
heredity is exhaustive and illuminating. 

This book has particular value in that it covers an 
analysis of 40,000 actual cases of diabetes coming di- 
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the first intramuscular digitoxin 


DIGITALINE NATIVELLE’ 
INTRAMUSCULAR 


for dependable digitalization and maintenance 
when the oral route is unavailable 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 

is indicated for patients who are 
comatose, nauseated or uncoopera- 
tive, or whose condition precludes the 
use of the oral route. 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 
provides all the unexcelled virtues of 
its parent oral preparation. 

Steady, predictable absorption. 


Equal effectiveness, dose-for-dose 
with oral DIGITALINE NATIVELLE. 


Easy switch-over to oral medication. 


Clinical investigation has shown that DIGITALINE NATIVELLE INTRAMUSCULAR 
is "effective in initiation and maintenance of digitalization. A satisfactory therapeutic 
effect was obtained with minimal local and no undesirable systemic effects.’’* 


DIGITALINE NATIVELLE INTRAMUSCULAR - 1-cc. and 2-cc. ampules, boxes of 6 and 50. Each cc. provides 0.2 mg. 
of the original digitoxin- DIGITALINE NATIVELLE. 


*Strauss, V., Simon, D. L., Iglauer, A., and McGuire, J.: Clinical Studies of Intramuscular Injection of Digitoxin 
(Digitaline Nativelle) in a New Solvent, Am. Heart J. 44:787, 1952. 


Literature and samples available on request. 


VAR ICK PHARMACAL COMPANY, INC. 
(Division of E. Fougera & Co.., Inc.) 
75 Varick Street, New York 13, N.Y. 
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rectly under the observation of the authors. The book is ey 
well arranged and well written; its typing, illustrations, = 
and tables present a readily understandable picture. 4 
For the profound student this book presents a broad 8 
field of education. As a reference book it would appear to 3S 
N 
S 


be extremely valuable to one who familiarizes himself 
with its contents. The answers to specific problems are 
readily and easily found. 

It is regrettable that there is not a concise chapter on 
the history of the disease covering the last 1,850 years. 
Such a chapter, I believe, would be helpful to the stu- 
dent and interesting to the initiate. 

This volume is worthy of a prominent place on the 
bookshelf of the busy practitioner. The authors are to be 
complimented on so comprehensive and readable a vol- 
ume. 


—J. R. M.D. 


The History of American Epidemiology. By C. E. A. Winslow, 
Wilson G. Smillie, M.D., James A. Doull, M.D., and 
John E. Gordon, M.D. Edited by Franklin H. Top, M.D. 
Pp. 190. Price, $4.75. C. V. Mosby Company, St. Louis, 
1952. 


This book is a collection of four papers written by as 
many authors. It is filled with historical data with the 
usual collection of dates characteristic of an historical 
presentation. This publication is of great interest to 
anyone interested in the history of American medicine 


N 
or one interested in public health work. x Here, in one handy filing envelope 
The duplication of data presented must be excused @ are clear, concise case histories and 


The WI-RE-CO filing envelope 
measures 5%"x 7”. It is strong, 
neat, designed for convenience. 


as the chapters are actually scientific papers. 

The book is not one that the busy general practitioner 
would be most interested in, as there is little valuable 
information other than history. 


—W. H. Watron, M.D. 


accurate financial record for each 
individual patient. 


Keeping financial records and 

histories together simplifies office 

ry routine, prevents oversights and 

Atlas of Spatial Vector Electrocardiography. By J. Willis Hurst, S neglected billings . . . the 


M.D. and Grattan C. Woodson, Jr., M.D. Pp. 214. Price, WI-RE-CO system keeps 
$6.00. The Blakiston Company, New York, 1952. facts at your 


This atlas shows in detail and with examples the fingertips! 
clinical application of the vector principles initially laid 
down in a monograph with a similar title by Grant and 
Estes in 1951. If the reader is familiar with this latter 
volume, he will find the present one by Hurst and 
Woodson a helpful adjunct and supplement. 

The text is concise and in general clear. Essentially 
it is concerned with a brief review of the spatial vector 
method (Part One), and a longer discussion of its clini- 
cal application to electrocardiograms of normal sub- 
jects and of patients with a wide variety of heart dis- 
eases (Part Two). In true atlas form these are illus- 
trated by many well-reproduced electrocardiograms. 
Each is accompanied by a plot of the average QRS and 
T vectors and sometimes the S-T vector in the frontal 
plane on the hexaxial reference system, and in space on 
a diagrammatic cylinder which simulates the thorax. In 
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19% Consumer food dollar spent for dairy foods 


Percent of various nutrients in our national food supply 
provided by all dairy foods. 


75.6% Calcium 


11.2% Thiamine 48.1% Riboflavin 


16.5% Energy 26.0% Protein 


18.8% Vitamin A Value 


NATIONAL DAIRY COUNCIL 


111 NORTH CANAL STREET «+ CHICAGO 6, ILLINOIS 


This seal indicates that all nutrition state- 
ments in the advertisement have been found 
acceptable by the Council on Foods and Nu- 
trition of the American Medical Association. 


Milk, cheese, ice cream and 
butter cost Americans less than 
one-fifth of their food dollar.! 

Returns from this investment 
in dairy foods are high, for they 
provide a large supply of impor- 
tant nutrients. For instance, 
more than three-fourths of the 
calcium available per person per 
day in the United States comes 
from dairy foods. These same 
foods also provide nearly one- 
half of our riboflavin and more 
than one-fourth of our protein.” 

Calculations of the national 
food supply do not allow for 
either loss or waste in the home. 
Since there is no waste in dairy 
foods, they can be counted on 
to provide their full quota of 
nutrients. 


AN ECONOMICAL INVESTMENT IN GOOD HEALTH 


Not only the quantity but the 
quality of the nutrients in dairy 
foods is important. No calcium 
is better utilized than that of 
milk. The riboflavin of ice cream 
has been shown to be almost 100 
per cent available to the body.* 
The protein of milk, cheese, and 
ice cream is well utilized for 
growth and maintenance of body 
tissue. Butter and the butterfat 
in dairy foods supply about one- 
fifth of the vitamin A in our 
national food supply.” 


Milk and milk products are a 
good food buy, nutritionally and 
economically. 


1The Marketing and Transportation Situ- 
ation, Bureau of Agricultural Economics, 
U.S.D.A. (March-April) 1952. 

2Data from Bureau of Human Nutrition 
and Home Economics, U.S.D.A., 1952. 
’Everson, G., Wheeler, E., Walker, H., 
and Caulfield, W. J. Availability of ribo- 
flavin of ice cream, peas, and almonds, 
judged by urinary excretion of the vita- 
min by women subjects. J. Nutr. 35:209 
(Feb.) 1948. 


Since 1915 . . . the 
National Dairy 
Council,a non-prof- 
it organization, has 
been devoted to nu- 
trition research and 
education to extend 
the use of dairy 
products. 
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some instances the so-called “initial .04” and “termi- 
nal .04” vectors of QRS are also plotted. The need for 
the latter two is an admission in part that all problems 
cannot be resolved by reducing the QRS of convention- 
al surface electrocardiograms to a single spatial vector. 
There is a good diagrammatic summary in Chapter 
Nine, a short appendix of two tables which seems a 
little superfluous, and a brief bibliography. 

There are a few minor errors and omissions, none of 
any great consequence. One is the reversal of the fingers 
depicting QRS and T in B of Figure 78 compared to 
A and C. Greater consideration of how the QRS-T 
spatial angle is determined would be helpful as would 
a more precise definition of the ‘*.04” vectors. No state- 
ment is made of the fact that the S-T vector is deter- 
mined from displacement of that part of the S-T seg- 
ment which occurs at its junction with QRS in the 
ordinary electrocardiogram. Of necessity and for 
simplicity the presentation of material is quite didactic. 

The book should be of use to the general practitioner 
who sincerely desires to make some simplified sense out 
of the seemingly infinite number of leads and confusing 
details of present-day electrocardiography. However, 
it is recommended that he have some familiarity with 
the previous text by Grant and Estes on the subject. 
Together the two should give him a better understand- 
ing of the way in which a single electromotive force in 
space can give rise to a great variety of electrocardio- 


SEDATIVE - ANTISPASMODIC 


tension and migraine headaches - - spastic dysmenorrhea 
- - spasms of gastro-intestinal and genito-urinary tracts, 
with accompanying nervousness. 


grams recorded from various points on the surface of 
the body. Perhaps he should be warned that these 
books will not solve all of his electrocardiographic 
problems. 

—Cuar.es E. Kossmann, M. D. 


Practical Clinical Chemistry. By Alma Hiller, Ph.D. Pp. 226. 

Price, $6.50. Charles C Thomas, Springfield, Ill., 1953. 

Practical Clinical Chemistry is exactly what the cover 
of the book states—‘ta guide for technicians.” This 
might be further elaborated upon by saying that it is a 
guide for technicians in a large clinical chemistry labo- 
ratory. It is rather doubtful if most men in private prac- 
tice have a laboratory sufficiently equipped with cap- 
able technicians or equipment to carry out many pro- 
cedures so adequately described. 

The book is very well written in an easily compre- 
hensible style. The early portions of the book are de- 
voted to standardization of solutions and reagents, the 
selections and the care of laboratory equipment. This 
is followed by the major portion of the book containing 
the complete description of the procedures for carrying 
out the chemical tests. The last few pages would be of 
great value to a laboratory technician as a quick refer- 
ence as they give brief and concise outlines for the 
performing of the many chemical analyses. 

—A.pert C. Harms, M.D. 
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Age 


he 100 patients in a carefully 


controlled evaluation of Vagisol in 
trichomoniasis ranged from. 10° 


these patients, including 


*Shaw, H. N.; Henriksen, E.; Kessel, J. F., and Thomp- 
son, C. F,: Clinical and Laboratory Evaluation of “*Vagi- 
sol” in the Treatment of Trichomonas Vaginalis Vaginitis, 
Western J. of Surg., Obst. & Gynec. 60:563 (Nov.) 1952. 


Two important advantages of Vagisol 
Suppositabs in the treatment of 
Trichomonas vaginalis vaginitis were 
established in the study cited: 


Remarkably rapid relief from the dis- 
tressing symptoms which usually 
accompany trichomoniasis, such as 
pruritus, burning, suprapubic pain, 
dyspareunia, dysuria, etc. The patients 
became symptom-free after 2.15 mean 
patient days. The control patients, 
being treated with another widely pre- 
scribed antitrichomonad medication, 
required 6.75 days. 


A 98% cure rate, in % to % the time 
required by the control group. Vagisol 
produced culture-demonstrable cures 
for 72% of the patients in 18 days, 
for 22% in 36 days, and for 4% in 54 
days. In the control group, 25% re- 
quired 56 days of therapy, 42.5% 84 
days, and 20% required 112 days. 


Collaterally, several interesting 
points were brought out in this study. 
Vagisol is equally effective in every 


age group—in childhood, during the 
reproductive years, postmenopausally. 


Though quickly relieved from pain- 
ful and annoying symptoms, patients 
cooperate and remain on Vagisol 
therapy when properly instructed. 


Vagisol Suppositabs, supplied in 
bottles of 36, are odorless and non- 
staining. Each Suppositab contains: 


Phenylmercuric Acetate....... 3.0 mg. 


Succinic «++ 12.5 mg. 


Sodium Laury! Sulfate........ 3.0 mg. 


Vagisol is available on prescription 
through any pharmacy. For detailed 
literature, for clinical test samples, 
and for instruction leaflets for distri- 
bution to patients, physicians are in- 
vited to write to Smith-Dorsey, 
Lincoln, Nebraska (a Division of The 
Wander Company). 
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CHRONIC ASTHMATIC... 


Crack: 


Normal Activity restored and maintained 
by quick-acting bronchodilating powder 


Wuen the bronchospasm impends, the patient simply 
takes three or four oral inhalations of this quick-acting 
bronchodilating powder—and the attack usually 
subsides at once. The bronchodilator, NORISODRINE 
Sulfate Powder, is inhaled from a multi-dose sifter 
cartridge inserted in the AEROHALOR. 

NoRISODRINE is effective against both mild and 
severe asthma.'- Similar in action to epinephrine, 
but more effective. Toxicity relatively low. Side effects 
few and usually mild. Before prescribing this drug, 


please write for literature. Abbott 
Laboratories, North Chicago, Illinois. CbGGott 


Norisodrine 


(ISOPROPYLARTERENOL SULFATE, ABBOTT) 


In sifter cartridges 


1. Kaufman and Farmer (1951), Ann. Allergy, 9:89, January-February 
2. Swartz (1950), Ann. Allergy, 8:488, July-August 
3. Krasno et al. (1949), J. Allergy, 20:111, March 
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Hawley Story Basis for Three Measures 
Passed During the St. Lovis Assembly 


Att Academy members should be familiar with the 
four resolutions passed by the Congress of Dele- 
gates at the Fifth Annual Scientific Assembly in 
St. Louis, which show positive action being taken 
by the A.A.G.P. in various phases of public re- 
lations. 

Three of the four resolutions deal with the Dr. 
Paul R. Hawley interview which appeared in U.S. 
News and World Report. The first resolution, passed 
March 23, was presented by the Illinois chapter. 


Wuereas, Dr. Paul R. Hawley, the Director of the 
American College of Surgeons, who lists his address as 
40 East Erie Street, Chicago, Illinois, a general prac- 
titioner and not a member of the American Medical 
Association, recently was invited by the editors of the 
U. S. News and World Report, a lay magazine of na- 
tional circulation and distribution, to their conference 
room, where there took place a certain interview ap- 
pearing in the February 20, 1953 issue on pages 48 to 
55, both inclusive, a true and correct copy of which in- 
terview is hereto appended as Exhibit A; and it ap- 
pears that said interview consisted of many questions 
propounded to and answered by Dr. Hawley, on a 
variety of subjects touching the medical profession and 
the conduct of its members, some excerpts of which 
are as follows: 


“Q. Is it your contention, Dr. Hawley, that fee split- 
ting among doctors is wrong?” 

“A. Fee splitting ... results in a lot of bad surgery 

and a terrible lot of unnecessary surgery .. .”” 
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Criticisms of Medical Profession Subject of Resolutions 


*Q. Does this ghost surgeon work by an X-ray? How 
does he know about where to cut?” 

“A. Of course, he can have anything he may need for 
the operation, but nine times out of ten, no. He 
just takes the word of the doctor who tells him 
what he thinks is wrong.” 

“Q. He is like a butcher.” 

**A. A meat cutter. One of my friends likes to call them 
hewers of flesh and drawers of blood.” 

“Q. Is there any tendency toward abuse in those 
things? (Referring to fees in sickness funds)” 

“A. On a wide scale, no, in isolated spots, yes. I don’t 
know whether you have noticed it out in California 
or not ... there have been 200 doctors out there 
who have been chiseling on the Blue Shield 
Fund...” 

*Q. Isn’t all this crusading against unethical practices 
in medicine going to undermine public confidence 
in physicians?” 

“A. Yes, there is that definite reaction to expect ... 
My only answer to that would be that the profes- 
sion has brought in on themselves . . .”; and 

Wuereas, It appears that the answers of Dr. Hawley 
in said interview contain misstatements and distortions 
of fact, unfounded and uncorroborated charges, plati- 
tudes, innuendoes and generalizations with implica- 
tions of a pernicious and unsavory nature, individual 
and collective self-laudation of grandiose proportions, 
and scurrilous and derogatory remarks tending to bring 
the medical profession in disrepute and to make it sub- 
ject to public suspicion, ridicule and scorn; and 

Wuereas, In an “unprecedented meeting” of the 
board of regents of the American College of Surgeons, 
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0 
Bronchia 
Asthma 


Severe bronchial asthma can now be 
treated in the home and in the office 
with a degree of success similar to that 
obtained with hospital care. Improve- 
ment is prompt and dramatic. Neither 


* the patient’s age nor the chronicity of 

i p Af | HA RGe the asthmatic condition detracts from 
the efficacy of ACTHAR treatment, 

ee RT which has stood the most severe of all 
tests of usefulness—the requirements of 


the general practitioner. The use of the 
disposable cartridge syringe—an im- 


Advantages 


Administered as Easily as Insulin: 
Subcutaneously or intramuscu- 


larly with a minimum of dis- mediately available form of HP* 
comfort. ACTHAR Gel—can be a life-saving 
Fewer Injections: measure in the medical emergency 
One or two doses per week in which suddenly arises in the course of 
long-standing ‘“‘intractable’’ asthma. 
Rapid Response, Prolonged Effect: HP*ACTHAR Gel has demonstrated 
Combines the two-fold advae- its superiority over customary measures 


tage of sustained action over 


prolonged periods of time with in many instances of bronchial asthma, 
the quick response of lyophilized and has brought about gratifying re- 
ACTHAR. missions lasting as long as 18 months. 
Much Lower Cost: 

Recent significant reduction in 

price, and reduced frequency of *Highly Purified. ACTHAR® is The Armour 
injections, have advanced econ- Laboratories Brand of Adrenocorticotropic 
omy of ACTH treatment. Hormone—ACTH (Corticotropin). 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY «+ CHICAGO 11, ILLINOIS 
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Th t significant result in the treatment ; 


as reported in newspapers with national and inter- 
national coverage on or about September 25, 1952 (see 
Exhibit B hereto attached), the regents asked the aid of 
newspapers—not of medical associations and forums— 
in educating the public to certain evils, four of the 
members being directly quoted on the subject; and 
that the same ideas with unqualified amplifications and 
ramifications were echoed by Dr. Hawley in his inter- 
view above referred to; and 

Wuereas, It further appears that Dr. Hawley in said 
interview, when asked about the selection of a doctor, 
replied . . if I had any choice . . . I would not allow 
anybody to go into my belly who was not a member of 
the American College of Surgeons or a diplomate of 
the American Board of Surgeons;” that he volunteered 
the statement that “We in the College of Surgeons in- 
vestigate all possible unethical practice—unnecessary 
surgery, ghost surgery, fee splitting ...”; that when 
questioned, “If a hospital has your certificate on the 
wall, would it be likely to do this type of surgery” (re- 
ferring to ghost surgery), Dr. Hawley replied, “Oh no. 
But we have given up our own certification ;” and it ap- 
pears that all of said answers were self-laudations which 
“defy the traditions and lower the moral standard of 
the medical profession” and were deliberately designed 
to promote and elevate the American College of Sur- 
geons at the expense of all in the medical profession 
who are not members of said College; and that in view 
of these public pronouncements and others of a similar 
vein, there exists a serious doubt as to whether the 
American College of Surgeons, whose representatives 
sit on the board for accrediting hospitals, can render an 
impartial and unbiased report in the performance of 
their duties; and 

Wuereas, The American Medical Association is the 
supreme voice and authority in all matters pertaining 
to and affecting the medical profession; that all other 
constituent organizations, being a part of the whole, 
cannot be greater than the whole, that the American 
College of Surgeons, through its director and regents, 
has attempted to arrogate unto itself vast powers which 
it does not possess and has held itself out as the pal- 
ladin of medical virtue; that it would be catastrophic 
were other organizations within the American Medical 
Association, seeing this precedent of unbridled and 
unlicensed newspaper and magazine comments go un- 
challenged, to issue criminations and recriminations in 
airing of medical problems through the medium of lay 
publications, as a consequence of which there would be 
chaos and confusion of voices and as resultant the fur- 
ther undermining of public confidence in the medical 
profession; and it is therefore necessary that a thor- 
ough inquiry and review be made of this entire situa- 
tion, a policy formulated and established and remedial 
measures adopted ; now, therefore, be it 

Resotvep, That the Congress of Delegates of the 
American Academy of General Practice recommends 
that the above conditions in the medical profession be 
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presented to the various state chapters of the American 
Academy of General Practice and that these state chap- 
ters urge their members to present to their respective 
county and state medical societies the above report 
with a request for a thorough inquiry, review and reme- 
dial action at the earliest date; and be it further 

Resotvep, That the Congress of Delegates of the 
American Academy of General Practice recommends 
that the above report be transmitted in its entirety to 
the officials of the American Medical Association at the 
earliest possible date for the institution of disciplinary 
action. 


The second resolution, passed March 23, which 
requests that the American Medical Association 
consider some means of controlling public expres- 
sions of its members, was introduced by the New 


York chapter. 


Wuereas, The American Academy of General Prac- 
tice realizes that ill-advised, unfounded, false, mislead- 
ing and vitriolic news releases or statements—such as 
the recent interview published in the magazine U. S. 
News by one who takes it upon himself to assume the 
role of spokesman for an honored and respected medi- 
cal organization—can do infinitely more harm to an 
understanding between doctors of medicine and the 
American public than can be corrected by years of 
patient, thoughtful, and even considered effort; and 

Wuereas, The American Academy of General Prac- 
tice, like all other organized groups of doctors, respects 
its position as a subsidiary or constituent of the parent 
organization of all medical doctors in the United States, 
viz., the American Medical Association; and 

Wuereas, The American Academy of General Prac- 
tice seeks to take any steps necessary to assist in effect- 
ing a peaceful unanimity, rather than a cacophonous 
division, within the ranks of American doctors; and 

Wuereas, The American Academy of General Prac- 
tice firmly, steadfastly and sincerely believes in the 
basic honor, both personal and professional, of the 
medical doctors of the United States; and 

Wuergas, The general practitioners of America 
neither have, nor desire to have a quarrel with any 
group of medical specialists, because among the spe- 
cialty groups are many respected, honest and skillful 
men whom we summon for counsel and help; and 

Wuereas, The American Academy of General Prac- 
tice believes that the recent unsavory pseudo-expose by 
the Director of the American College of Surgeons, 
forces upon the medical doctors of America an urgent 
necessity for the settlement of certain basic issues to 
prevent future assaults upon the honor, integrity and 
professional standing of general practitioners, and the 
entire medical profession ; and 

Wuereas, The American Academy of General Prac- 
tice believes this task can only be accomplished by and 
through the American Medical Association; therefore 
be it 
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Obocell® controls the two causes directly responsible 
for overeating—bulk hunger and appetite. Nicel* 

(in Obocell) slows release of d-Amphetamine...prolongs 
appetite depression...and supplies non-nutritive 

bulk to create a sense of fullness and satisfaction. 


With Obocell it is easy to achieve and maintain 
patient co-operation throughout the trying 

period of weight reduction since Obocell keeps the 
patient on a diet longer. 


Each Obocell tablet contains Dextro-Amphetamine 
Phosphate, 5 mg., and Nicel,* 150 mg. 

Dosage: 3 to 6 tablets daily with a full glass 

of water, one hour before meals. 

Supplied in bottles of 100, 500, 1000 tablets. 
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REsoLveD, That: 


1. The American Medical Association be asked to con- 
sider some means of controlling public expressions 
of its members which are: 

a. beneath the dignity doctors strive to attain for 
their profession, 

b. inclined or intended to cast aspersions upon, 
arouse suspicion against, or undermine the pub- 
lic confidence in any particular group within the 
medical profession, 

c. possible acts or attempts to unfairly gain prefer- 
ence for any one portion or group of doctors 
above another, because each group of doctors has 
its service to perform within the economy of 
medical practice, and such acts are too often the 
product of selfish motives. (See Chapter III, 
Article I, Section #1 and #4, Principles of Medi- 
cal Ethics) ; 

2. The American Medical Association be asked to re- 
sist attempts by any group, or a spokesman for any 
group, to impugn the judgment of the general prac- 
titioner or other qualified doctor of medicine, in 
performing any service for which he is qualified ; 

3. The American Medical Association be asked to de- 
fine explicitly a method by which joint or combined 
bills, covering the professional services of several 
doctors in respect of a single case, may be rendered 
to a patient or his legally authorized agent, or the 
insurance company for the patient, by one doctor, 
acting for himself and those other doctors who may 
be associated with him in treating the single case; 

4. The American Medical Association be asked to ac- 
tively and thoroughly distribute and disseminate to 
the American people information as to the attitude 
of the doctors in opposition to exorbitant fees, un- 
necessary surgery, ghost surgery, split fees, com- 
missions and referral fees but, at the same time, to 
do all in their power to reassure the public that, 
although a single infraction of medical ethics is 
serious, still, such unethical practices are the excep- 
tion rather than the rule, and that the doctors will 
make every effort to eliminate such unethical con- 
duct as may exist. 

5. The American Medical Association be enjoined to 
more adequately disclose through its public rela- 
tions media the functions of a medical doctor, ex- 
pand the understanding of uninformed people of 
doctor-patient relationships and ethics, and take 
steps to strengthen any programs for improvement 
of the understanding by doctors of doctor-patient 
relationships; be it further 


RESOLVED, That: 


1. A copy of these resolutions be forwarded to the 
proper officers of the American Medical Association 
and that said officers be requested to refer them to 

the appropriate committees, commissions, or coun- 
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cils of said association for study and action; and 
2. The officers of the American Medical Association be 
respectfully requested to advise the President or 
Chairman of the Board of Directors of the American 
Academy of General Practice in respect to the dis- 
position and action taken, after due consideration 
by the American Medical Association ; and 
3. The President or Chairman of the Board of Direc- 
tors of the American Academy of General Practice 
shall report back to the Congress of Delegates, at its 
next annual meeting, what shall have occurred in 
respect hereto. 


The Illinois chapter also presented the third 
resolution, passed March 23, which outlines a doc- 
tor’s duty to humanity. 


Wuereas, The prime objective of the medical pro- 
fession is to render service to humanity; reward or 
financial gain is a subordinate consideration; yet the 
matters of fees, collections and statements must be covy- 
ered. The decision as to the ethical or unethical nature 
of practice must be based upon the ultimate effect for 
good or ill on the patient as an individual and the pub- 
lic as a whole; and, 

Wuereas, With the increasing development of medi- 
cal skill it has become more and more frequently neces- 
sary for two or more physicians to participate in the 
care of the patient; and, 

Wuereas, It is also a known fact that for the welfare 
of the patient, two or more doctors must be present at 
surgery in the event of the disability of any one of them 
during the operation, or in an emergency, and this is a 
requirement in many hospitals’ rules and regulations; 
and, 

Wuereas, The medical profession has been governed 
since time immemorial by a code of ethics which safe- 
guards the best interests of the public; and, 

Wuereas, This code is phrased in general terms 
which do not define specific procedure; and, 

Wuereas, In many communities it has been com- 
mon practice for the general practitioner or family 
physician and/or another physician to participate in 
the medical and surgical care of the patient, with the 
family or patient in many instances requesting the 
family physician to be present at surgery and in the 
care of the patient; and, 

Wuereas, The general practitioner is eminently qual- 
ified to secure for his patients the best medical or sur- 
gical consultation available, and thereby discharge a 
prime duty to his patients; and, 

Wuersas, This cooperation between the general prac- 
titioner and the limited practitioner has been accepted 
and approved by many communities as a community 
practice conveying definite benefits to the community, 
and has received community approval as being in the 
best interest of the patient; and, 

Whereas, The patients and the public have accepted 
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and approved the joint activities of doctors of medicine 
upon individual cases involving surgery, or in cases in- 
volving diagnosis and treatment only, all to the benefit 
of the patient; and, 

Wuereas, In many communities there have been 
joint activities by doctors of medicine, and one bill ren- 
dered therefore, with the consent, expressed or im- 
plied, of the patient, or his legal representative, one 
physician acting as agent for the other. Physicians and 
surgeons have, in their activities of rendering joint serv- 
ices to the patient with the patient’s consent, collected 
the fee on one statement and have thereby fulfilled their 
plain and palpable duty to their fellow men and have 
had due regard to all of the circumstances of each par- 
ticular situation and relation; and, 

Wuereas, In many instances, patients have expressed 
their own desire for one bill, the payment of the bill at 
one place, and so by custom it has become an accepted 
practice in many communities; and, 

Wuereas, Public policy is the community common 
sense and common conscience extended and applied 
throughout the nation to matters of public morals, pub- 
lic health, public safety, public welfare and the like, 
therefore, be it 

Resotvepb, That the following definitions, policies and 
procedures, for purposes of clarification, be hereby 
again restated and adopted and approved by the Ameri- 
can Academy of General Practice and that such clarifi- 
cation be brought to the attention of the A. M. A. for 
their restatement, adoption and incorporation in the 
Principles of Medical Ethics of the A. M. A.; and be it 
further 

Resotvep, That the American Academy of General 
Practice transmit this clarification to all state chapters 
with the directive that such state chapters shall enter 
this as a Resolution through their respective county 
and state medical societies for final transmission by 
their instructed delegates to the A. M. A., and that a 
copy of this resolution be submitted to the Board of 
Trustees of the A. M. A.: 

1. Definition of Terms: 
a. Fee Division or Divided Fees: 
An ethical sharing of fees between two or more 
physicians for active participation in the medical 
and/or surgical care of a patient with the expressed 
or implied knowledge of the patient. 
. Fee-Splitting or Split Fees: 

The American Academy of General Practice de- 
fines fee-splitting as any division of fees for serv- 
ices of physicians without the full knowledge of 
the patient. 

Kick Back, Rebate, Commission, Forwarding Fee: 
A fee, preferment or gain, accepted by a physician 
from a lay person, another physician, or a cor- 
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poration, for referring, directing or recommend- 
ing a patient to them for services or supplies. 

d. Ghost Surgery or Ghost Medicine: 
A device or scheme whereby surgical or medical 
services are performed by a physician other than 
the physician the patient has been led to believe 
would perform these services. 

. In legal partnerships of doctors, or clinics of doc- 
tors, or where doctors have joined together in the 
practice of medicine, and so hold themselves out to 
the public and patients, where all income and ex- 
penses are joint account or joint venture, it is ethical 
and legal for the members of the group to confer 
and care for a patient and to render one bill to the 
patient, and the income shall be divided in accord- 
ance with their contract basis or salary or percent- 
age arrangement. 

. When two or more doctors actually and in person, 
render services to one patient, and the doctors de- 
sire to submit one statement to the patient, for the 
services rendered, it should be made clear to the 
patient or his legal representative that this is to be 
divided equitably among all physicians who have 
rendered services, and the patient’s consent, either 
express or implied, obtained as to such procedure. 
It is ethical and legal to render one bill, and this fee 
may be paid in its entirety to either physician, and 
the one receiving payment shall forward the other 
his fee. 

. Each physician may, if he so desires, render to the 
patient an individual bill for his individual services, 
rather than the procedures elaborated above. 


After the three preceding resolutions were passed, 
this fourth resolution was referred to the Acade- 
my’s Board of Directors by the Congress of Dele- 
gates on March 24. 


Wuereas, The American Academy of General Prac- 
tice has always been solicitous of the welfare of the 
public as well as the deportment of its members, there- 
fore, be it 

Resotvep, That the American Academy of General 
Practice deplores the unwarranted attacks and the criti- 
cism of the medical profession by any member of the 
profession and others in utilization of media other than 
the proper medical tribunals and forums available for 
such purposes, and be it further 

Resotvep, That a statement shall be drafted by the 
Board of Directors of the American Academy of Gen- 
eral Practice regarding such attacks and released to the 
press and published in GP after its composition has 
been reviewed by legal counsel. 
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Mexico City Inspiring Setting for Post-Assembly Meeting 


171 U. S. Physicians Attend; 
Dr. Aceves Honored by Delegates 


Tue First International Congress of General 
Practice held April 1 in Mexico City lived up to 
its advance billing, winning much acclaim from the 
Mexican physicians and the 171 United States 
doctors who attended, Mac F. Cahal, A.A.G.P. 
executive secretary, reports. 

The 171 American doctors, nearly all members 
of the Academy, were joined by many Mexican 
physicians for this meeting despite the fact that 
it was during Holy Week, which in a city like 
Mexico City is like Labor Day weekend in Man- 
hattan. 

There was universal acclaim for the high quality 
of the program. Registration opened in Hotel 
Del Prado March 31 and the meeting opened the 
next day at Children’s Hospital in Mexico City’s 
new medical center. Tours were made through the 
center and the Institute of Cardiology nearby. 

From there the doctors and wives went to E. R. 
Squibb and Sons for an inspection tour. Later the 
entire party were guests of the Squibb Company 
for a sumptuous luncheon in the French Club. 


In chartered busses the group went on tour of 
the new National University. This fabulous setting 
for a seat of learning is made up of bold and color- 


These men who were behind-the-scene planners of the program 
for the First International Congress of General Practice are 
shown together in Mexico City. Left to right are Mae F. Cahal, 
4.A.G.P. executive secretary; Dr. Fount Richardson of 
Fayetteville, Ark.; and Dr. Santiago Castro Estrada, medical 
director for E. R. Squibb and Sons of Mexico. 


ful buildings which have been under construction 
for the past two years. Classes will not open until 
1955. The visitors were greeted by Dr. Alvarez 
Espinosa, chief architect, and Dr. Diaduc, chief 
engineer. 

During the afternoon the scientific program was 
held at the Institute of Cardiology with Dr. Fount 
Richardson of Fayetteville, Ark., opening the 
meeting. Dr. Salvador Aceves, president of the 
Academia de Medicina, gave the welcome, followed 
by a brief address by Mr. Cahal. 

Of the four scientific papers delivered, two were 
by Mexico City physicians, Dr. Narno Dorbecker 
and Dr. Luis Mendez. Dr. Dorbecker, professor of 
radiology at the University of Mexico School of 
Medicine, spoke on “Roentgenological Aspects of 
Hypertensive Conditions.” Dr. Mendez, head of 
the department of angiology at the Instituto Na- 
cional de Cardiologia, spoke on ‘Treatment of 
Hypertensive Heart Disease by Dorsolumbar Sym- 
pathectomy.” 

The other two papers were given by Dr. George 
J. Boines of Wilmington, Del., president-elect of 
the Delaware chapter, and Dr. Hampton C. Robin- 
son of Houston, instructor in clinical surgery at 
Baylor University College of Medicine. Their 
topics were “Hyper-Proteinization in Acute and 
Convalescent Poliomyelitis” and “Selection of 
Patients for the Surgical Treatment of Hyper- 
tension,” respectively. 

That night in the splendor of Hotel Del Prado 
and a background of typical Mexican music, 350 
physicians, wives, and friends attended the ban- 
quet. During the evening’s festivities, Dr. Richard- 
son presented Dr. Aceves a certificate of honorary 
membership in the Academy, which had been 
bestowed upon the Mexican physician by the 
Congress of Delegates during the St. Louis As- 
sembly. 

Another honor, a 14-carat gold medal, was given 
Dr. Aceves by Dr. Richardson and Mr. Cahal. 
The medal, bearing the A.A.G.P. crest and the 
inscription—“In honoring you, we honor our- 
selves,” was a gift from the United States delegates 
to the International Congress. 
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Now, as in 1805 when British Prime Minister 
William Pitt faced the Napoleonic menace, the 
free world confronts a colossus intent upon its 
destruction. Before such titanic threats, and the 
effort necessary to meet them, men falter—as 
even the great Pitt finally faltered—and fall into 
the varied psychic patterns grouped together 
by present-day physicians under the term 
“depression”. 


You will find—as countless physicians have 
—that ‘Dexedrine’ Sulfate will help the de- 
pressed patient. By restoring mental alertness 
and optimism, by inducing a feeling of energy 
and well-being, by relieving tensions,’ Dexedrine’ 
can lift your patient from depression and help 
restore him to an effective place in society. 
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After clinical study of eight appetite-curbing 


preparations, Williams et al. concluded: 


**‘Dexedrine’ is the agent of choice because in most 
of the patients it produces a moderate anorexigenic 
effect, yet the unpleasant effects are mild or absent.” 


Annals of Internal Medicine 29:510. 
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In addition to the large number of distinguished 
Mexican physicians, guests at the banquet included 
Dr. G. Richard Caldwell, cultural attache to the 
United States Embassy in Mexico, and Mrs. Cald- 
well. 

In closing, Dr. Richardson expressed the U.S. 
Delegates’ profound thanks to the Academia Na- 
cional de Medicina for its gracious hospitality, 
and to Dr. Castro Estrada, medical director of E. R. 
Squibb and Sons of Mexico, for his company’s 
fine co-operation. 


Academy President Carries Out 
Busy Schedule in the Midwest 


Acapemy president, Dr. U. R. Bryner of Salt Lake 
City, Utah, had a busy spring speaking schedule 
which began with his role at the First Western 
Hemisphere Conference of the World Medical As- 
sociation at Richmond, Va. on April 24. 

The general practitioner’s viewpoint was pre- 
sented by Dr. Bryner, who led two panel discus- 
sions at this meeting. 

Guests of honor were 75-year-old physicians 
appointed by the governors of all the states. 

The A.A.G.P. president’s May schedule was a 
busy one in the Midwest. On May 12 he was guest 
speaker at the Sixth Annual Meeting of the Nebraska 
chapter in Omaha. 

Four days later he was in Minnesota and repre- 
sented the Academy at the 100th anniversary 
celebration of St. Joseph’s Hospital in St. Paul. 
St. Joseph’s boasts that the first successful chole- 
cystectomy was performed there. 

May 18, Dr. Bryner attended the annual meeting 
of the Minnesota chapter, which was also held in 


St. Paul. 


Australian Family Doctor Visits 
AAGP Headquarters on Way to Lisbon 


Dr. L. R. Matien of Riverton, South Australia, a 
general practitioner, told A.A.G.P. Headquarters 
officials during his recent visit at the Academy’s 
office of the high standard of general practice in 
Australia and the way physicians there are com- 
bating government participation in health work. 
Dr. Mallen, a council member of the World 
Medical Association representing the South Pacific 
Area, was enroute to Lisbon, Portugal to attend a 
Council meeting at the time of his Kansas City 
visit. He has been on the Council two years, being 
appointed in 1951 at Stockholm. 
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L. R. Mallen, M.D. 


The only doctor in a 20-mile radius and serving 
4,000 persons in his community, Dr. Mallen is 
used to wide open spaces. His nearest consulting 
physician is 25 miles away. 

Of the 8,000 physicians in Australia, half are 
general practitioners, he estimated. About 2,000 
are specialists and the others fall in the intern and 
retired category. 

He emphasized the very high standard of general 
practice in Australia. In that country’s four medical 
schools, the course covers six years—three in pre- 
clinical work and the last three in clinical practice. 

The problem in Australia is to keep the indi- 
vidual independence of the physician in balance 
with the government’s participation in health work. 
He pointed out that sickness insurance plans in 
Australia are largely voluntary, with government 
aid available for part of the cost. But the patient, 
unless indigent, still must pay at least 10 per cent 
of his medical expenses. 

Everywhere, Dr. Mallen said, the medical pro- 
fession confronts adjustment and change in the 
social aspects of doctoring. 


British Columbia Academy of General 
Practice To Be Organized This Fall 


Tue first British Columbia Academy of General 
Practice will be organized at the fall meeting of 
the General Practice Section of the British Colum- 
bia Division of the Canadian Medical Association. 
This decision came out of the recent meeting 
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Second annual M & R awards presented in St. Louis. Cash gifts of $1,000 and honor plaques were presented to Dr. Edwin A. 
Davis of Charleston, W. Va., and Dr. Marvin A. Block of Buffalo, N. Y., in recognition of their outstanding scientific articles which 
were published in GP during 1952. The honorees are shown receiving congratulations from Dr. William Shaw of Fayette, Mo., 
chairman of the Academy’s Committee on Awards; Dr. Hugh H. Hussey of Washington, D. C., GP’s medical editor; and Mr. 
Mac F. Cahal, 4.4.G.P. executive secretary and publisher of GP. Shown left to right are Drs. Shaw, Davis, Hussey, Block, and 


Mr. Cahall. 


of the Section in Harrison Hot Springs, B. C. The 
new Academy, to be set up like the American 
Academy of General Practice, will require every 
member to complete 150 hours of postgraduate 
study every three years. 

Dr. Charles E. McArthur of Olympia, Wash., an 
A.A.G.P. member and a past president of the 
Washington chapter, was one of the guest speakers 
at the recent meeting. In reporting on the session, he 
said a considerable amount of time was spent in 
discussing the feasibility of joining the American 
Academy of General Practice. 

Although the group of 80 general practitioners, 
from all parts of British Columbia, decided to or- 
ganize their own Academy this fall, many members 
stated that they expected to take advantage of the 
A.A.G.P.’s invitation and vote to affiliate with the 
American Academy. This seemed to be the pre- 
dominate sentiment at this meeting, Dr. McArthur 
said. 

Dr. J. L. Coltart of Vancouver, B. C., was ap- 
pointed chairman of a committee to draw up a 
constitution and by-laws and report at the next 
session which will be held during the meeting of 
British Columbia division of the Canadian Medical 
Association, 
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New York Medical Society Delegates Hear 
Report On General Practitioners’ Problems 


A SPECIAL committee appointed to study the 
various problems of the general practitioner in New 
York State presented a progress report to the 
House of Delegates of the Medical Society of the 
State of New York at its May meeting. 

The committee is composed of Dr. Luther B. 
Mackenzie, chairman, representing the State Medical 
Society; Dr. Samuel A. Garlan, representing the 
New York State chapter of the A.A.G.P.; and 
Franklyn B. Amos from the New York State De- 
partment of Health. 

The following report, the first presented by the 
committee since its inception, contains the follow- 
ing tentative conclusions and recommendations: 

“In a preliminary preview of the situation it 
was seen that there were numerous needs such as 
better hospital facilities, more adequate laboratories, 
more available nurses, and others, many of which 
were not within the competence of this committee. 

"However, the committee feels that a start might 
be made in meeting these needs, and makes the 
two following recommendations: 

“First, that a wide and concerted appeal be 
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made to the 18,000 practitioners of the state to 
join the Academy of General Practice. Through this 
body the practitioners would have a united voice 
that would be heard and heeded and would greatly 
help in resolving their own problems. Self help 
is the best help. Furthermore, by joining the 
Academy of General Practice every practitioner 
agrees to take a refresher course, which leads to 
the second recommendation, having to do with 
education. 

“Every doctor’s education should and does 
continue throughout his professional career, and in 
recent years many opportunities have been pro- 
vided for this continuing education. In the main 
these facilities have been supplied through the 
medical schools of the state. Other courses have 
been arranged by the New York State chapter of 
the A.A.G.P.; the joint program of the State 
Medical Society and the State Department of 
Health, and through numerous other agencies. 

‘Despite the excellence of these courses the re- 
sults have been disappointing and the programs 
desultory in character. The committee feels that 
the appointment of a full-time co-ordinator, work- 
ing in conjunction and co-operation with the 
medical schools of the state, could develop long- 
range programs fitted for both urban and rural 
practitioners. 

**To gain the views of the nine medical schools, 
the deans were invited to meet with the committee, 
and these men or their representatives met and dis- 
cussed with the committee the views set forth 
above. These matters are under their consideration 
and the committee is now awaiting their written 
views. 

“The committee feels that the following recom- 
mendations would be desirable: 

“That a full-time continuation medical educa- 
tion unit be established under the direction of a 
full-time qualified physician who would act as 
co-ordinator. That the functions of this unit 
would be to: 

(1) Analyze the continuation medical education 
needs of the 31,000 doctors in New York State, 
particularly of the estimated 18,000 general practi- 
tioners. 

(2) Collect and periodically inform the physi- 
cians of continuation medical education opportuni- 
ties. 

(3) Make provision to supplement existing 
opportunities, particularly for physicians in the 
rural areas, by arranging courses for practical 
experience. 
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(4) Promote the use of present or expanded 
continuation education opportunities. 

(5) Co-ordinate all continuation education activi- 
ties throughout the state. 

(6) Constantly re-evaluate needs and provisions 
for satisfying these needs and to make periodic 
reports thereon. 

“The committee has considered but not yet 
determined the appropriate administering body.” 


National Intern Matching Plan, Now 
In Second Year, Proving Successful 


On Juty 1 more than 6,000 new doctors from U. S. 
medical schools will begin internships at hospitals 
throughout the country. 

As a result of a national matching plan, now in its 
second year of operation, 95 per cent of the interns 
will complete their formal medical training at the 
hospital of their first or second choice, according to 
a recent report issued by The Journal of Medical 
Education. 

Eighty-five per cent of the students received their 
first choice internship. 

The national matching plan was set up last year 
to lessen difficulties caused primarily by the dis- 
parity between the number of internships and doc- 
tors available to fill them. 

The Plan places no restriction on the student as 
to the number of internships for which he may ap- 
ply, or on hospitals for the number of internships 
they may offer. 
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Every B-D needle point is precision ground for extra sharpness, 
assuring maximum patient comfort. Longer tapered points provide 
easier penetration, while correctly angled side bevels hinder seep- 
age and afterpain. Flat, smooth heels minimize tearing or “plug- 
cutting” of skin. 


Made of hyperchrome stainless steel, B-D Needles are: 
rust-resistant throughout 

stiff enough to pierce tissues easily 

flexible enough to bend without breaking 

hard enough to hold a sharp point 

tough enough to assure long use 
Write Dept. 21-B for illustrated 


B . D B-D Needle Standardization Chart 


BECTON, DICKINSON ano COMPANY, 


RUTHERFORD, N.J. 
B-D is a registered trade-mark of Becton, Dickinson and Company ; 1 


GP Volume Vil, Number 6 


: 
f 
A POINT TO REMEMBER. 
Ve 
¥ 
: 


Matching was successful for the 28 couples par- 
ticipating this year. Upon request, married and en- 
gaged couples are matched to the same hospital. 


Missouri, Illinois, Ohio Doctors 
Led in AAGP Assembly Attendance 


Or THE 2,643 physicians who attended the Acade- 
my’s Fifth Annual Scientific Assembly in St. Louis, 
the Missouri doctors led the list with 556 attending. 

But Illinois and Ohio were close on the “Show- 
Me” state’s heels with 311 and 200 doctor-repre- 
sentatives, respectively. In the over 100 ranks were 
Indiana with 118 and Michigan with 107 doctors 
attending. 

Besides the 48 states and the District of Columbia, 
Africa, Canada, England, Hawaii, India, Ireland, 
Netherlands, and Turkey joined in to give the As- 
sembly a real international air. 

The breakdown by state and country and the 
representation by cities is as follows: 


no. of cities 


state total number represented 
3 
« 6 72 42 
14 11 
District of Columbio . . 17 1 
17 13 
_ 311 137 
118 56 
23 11 
Massachusetts. . . . . 25 17 
< « « 107 46 
« « € 75 42 
New Hampshire . . . . . 8 7 
10 7 
North Carolina. . . . . . 35 26 
North Dakota. . . . . . 2 2 
56 21 
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no, of cities 

state total number represented 
9 7 
Pennsylvania . . 70 36 
Rhode Island . . . . . . 4 3 
South Carolina. . . . . . 21 14 
South Dakota . . .. . 11 10 
«§ « 6 5 
33 22 
33 20 
7 2 


no. of cities 


country total b repr ted 

Africa . 1 1 
Canada 1 1 
England 2 1 
Hawaii . 6 1 
India 1 1 
Ireland . 1 1 
Netherlands 1 1 
Turkey . 2 1 


New York Offers Combined Summer 
Vacation and Postgraduate Courses 


PosrGRADUATE medical courses combined with a 
summer vacation will be available during July and 
August at Starlight, Pa., according to information 
released by the Wayne-Pike County (New York) 
Medical Society. 

Weather permitting, recent advances in gastro- 
enterology, hypertension, nephritis, arteriosclerosis, 
diabetes, and hematology will be presented under 
informal conditions in a comfortable, outdoors en- 
vironment by eminent educators affiliated with 
teaching institutions. Lectures will be given indoors 
during inclement weather. Enrollment for each 
weekly course of 15 hours (10 a.m. to 1 p.m., Mon- 
day through Friday) is limited to 12 persons. 

Arrangements for weekend stays may be made for 
those desiring to take more than a week’s course. 
Lectures on interior decorating and home economics 
by specialists in these fields will be provided for the 
enrollees’ wives while husbands are absorbing 
“what’s new” in medicine. 

Details may be obtained by writing to the Star- 
light Plan for Postgraduate Study, Wayne County, 
Starlight, Pa. 
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Academy chapter meetings and post- 
graduate courses, as well as other 
medical meetings in which general 
practitioners will have an in- 
terest, will appear here monthly. 


June 15-16. Seuth Dakota chapter, Third Annual 
Meeting, Rapid City. 


June 15-19. University of California School of Medi- 
cine, conference on general surgery, Medical 
Center, San Francisco. 


June 22-26, University of California School of Medi- 
cine, pediatrics conference, Medical Center, 
San Francisco. 


June 22-26. National League for Nursing, first con- 
vention, Public Auditorium, Cleveland, Ohio. 


June 24-25. Wisconsin State Medical Society, post- 
graduate circuit courses at Hayward and 
Minocqua, Wis. 


June 28—July 2. American Society of X-ray Tech- 
nicians, first international convention, Royal 
York Hotel, Toronto, Canada. 


July S-11. University of Utah College of Medicine, 
postgraduate course in public health, ap- 
proved for A.A.G.P. study credit, Salt Lake 
City, Utah. 


July 13-17. Saranac Lake Medical Society and Adiron- 
dack County (New York) chapter, second annual 
tuberculosis symposium for general practitioners, 
Saranac Lake, N. Y. 


July 20-Aug. 1. Michael Reese Hospital, postgrad- 
uate course in hematologic diagnosis, Chi- 
cago, Illinois. 


Aug. 4-5. South Carolina chapter, annual meeting, 
Charleston. 


Aug. 22-29. First World Conference on Medical Edu- 
cation, London, England. 


Sept. 16-17. Mississippi chapter, fifth annual meeting, 
Jackson. 


Sept. 24-25. lowa chapter, fourth annual meeting, 
Des Moines. 


Medical News in Small Doses: 


As one of the A.M.A.’s representatives at a meeting 
of the new Civilian Health and Advisory Council to 
the Department of Defense, A.A.G.P. president, 
Dr. U. R. Bryner, reports on his recent trip to 
Washington, D. C. While at the Pentagon meeting 
he met the surgeon generals of the army, air force, 
and navy and their consultants and office staff. Dr. 
Bryner was among those briefed on army, navy, and 
air force medicine, some of a secret nature, and 
about pending legislation having to do with these 
subjects. . .. Dr. Albert S. Dix of Mobile, Ala., rep- 
resented the A.A.G.P. at the first regional Physi- 
cians Placement Service Conference March 28-29 in 
Memphis, Tenn. Dr. Dix, a delegate to the Acade- 
my’s Scientific Assembly in St. Louis, reports that 
26 representatives from 10 states took part in this 
meeting which was sponsored by the Committee on 
Extension of Hospitals and Other Facilities of the 
A.M.A. Council on Medical Service. It was pointed 
out that there are now 37 placement services in the 
10 southern states that were represented in Mem- 
phis. ... New York City Academy member, Dr. F. 
Donald Napolitani, is author of ‘Waiting Room 
Hobbies” carried in the March issue of Postgraduate 
Medicine. . . . Sixteen per cent (25,000,000) of this 
country’s entire population is now enrolled in Blue 
Shield Plans according to the Director of the National 
Blue Shield Commission. Nearly 28 per cent of the 
population subscribe to Blue Cross Plans, the Di- 
rector of Blue Cross Commission of the American 
Hospital Association reports. Both are an all-time 
high for the plans. ... The February issue of Cur- 
rent Medical Digest carries an article, “Cardiac 
Emergencies in General Practice,” written by Dr. 
James L. Hamner of Richmond, Va., consultant in 
general practice to that magazine. ... Four years 
ago Kansas was bemoaning the fact that the state 
was losing more doctors than it was producing. 
With the introduction of the Rural Health Program 
under Dr. Franklin Murphy, now K.U.’s chancellor, 
the Sunflower state is gaining 100 physicians a year. 
... The first World Conference on Medical Educa- 
tion will be held in London August 22-29 and the 
Seventh General Assembly of the World Medical 
Association will be held August 31—September 5 at 
The Hague. . .. Winners of the annual awards spon- 
sored by the Michigan Health Council were an- 
nounced recently by Dr. J. S. DeTar of Milan, 
Mich., council president. Dr. DeTar has also 
been guest speaker at annual meetings of three state 
chapters recently. On April 22 he was in Providence 
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NEW SPECIALLY CONSTRUCTED TABLET 


RELEASES HYDROCHLORIC ACID 


GRADUALLY INTO STOMACH AT A RATE 


MORE CLOSELY PARALLELING NORMAL. 


BETTER TOLERATED-MORE EFFECTIVE. 


ADVANTAGES: 


Specially constructed tablet releases hydrochloric 
1 acid in the stomach at a more normal rate. Elimin- 
ates disadvantages of the sudden release of HCI. 


y) Permits larger dosage in one tablet; each tablet pro- 
vides equivalent of 15 minims dilute HCI acid. 


3 Better tolerated — more effective. 


EACH TABLET CONTAINS: 


440 mg. Betaine Hydrochloride 
32.4 mg. Pepsin 


BOTTLES OF 100 i i 


... available at all pharmacies 


THE STUART COMPANY * PASADENA 1, CALIFORNIA 


$ 
; 
| 110 mg. Methylcellulose (controls release of HC!) 
NY 


for the Rhode Island chapter meeting and the next 
day he attended the District of Columbia chapter’s 
meeting in Washington, D. C. He was also a special 
guest at the Virginia chapter’s assembly May 7 in 
Richmond. ... The tenth annual meeting of the 
American Geriatrics Society was held May 28-30 in 
New York City. . . . GP’s medical editor, Dr. Hugh 
H. Hussey of Washington, D.C., was moderator of a 
panel on drug therapy and rheumatoid arthritis at 
the recent Second Midwinter Seminar of the Medi- 
cal Society of the District of Columbia. ... Dr. 
George Packer Berry, dean of Harvard Medical 
School, says medical educators must restructure the 
entire medical curriculum to meet the changing 
needs of today. . .. One hundred fifty June gradu- 
ates of the nation’s medical schools have been ap- 
proved for the Army’s Medical intern program and 
will spend their first year out of school in one of the 
Army’s eleven large teaching hospitals, the Army 
Surgeon General has announced. . . . Dr. Andrew S. 
Tomb of Victoria, Tex., a past president of the 
Texas chapter, was a guest speaker at the recent an- 
nual Ohio State Medical Association meeting in 
Cincinnati. He spoke on “The Problem Drinker—- 
A Medical Responsibility.” 


NEWS FROM 


THE STATE CHAPTERS 


Acapemy president, Dr. U. R. Bryner, was guest 
speaker at the Sixth Annual Meeting of the Nebraska 
chapter in Omaha May 12. The meeting was held 
in conjunction with the Nebraska State Medical 
Association’s annual session. 

The Washington chapter held its Annual Spring 
Clinic Day and Senior Students’ Banquet at the 
University of Washington, Seattle, on May 12. The 
guest speaker at the banquet was Dr. Carl Pfeiffer 
from the University of Illinois. He spoke on “Clini- 
cal Use of Autonomic Drugs.” Professors from the 
University of Washington participated in the clinic 
program. Preceding the dinner a meeting of the 
chapter’s executive board was held. Plans were an- 
nounced for the chapter’s annual scientific assembly 
which will be October 30-31 in Yakima. 

On April 17 the Sacramento (California) chapter 
was host to all Academy members from northern 
California at a special lecture presented at Mercy 
Hospital. “Breast Milk Versus Canned Milk” was 
the subject presented by Dr. Paul Gorgy, associate 
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Aunts in the Printers’ Plants 


ALL-PURPOSE 


THE new deep freeze which was recently pre- 
sented to the beloved country physician is 
already well filled with butchered beef and a 
fat hag.—The Sedamsville County (Mo.) Argus. 


MATERNITY MIRACLE 


A snow was born yesterday to Mrs. Paul 
Weston, who is Singer Jo Stafford. The baby 
weighed 6 pounds 9 ounces.—Detroit (Mich.) 
Times. 

STICKY DIET 


THE surgeons are displaced persons living on 
gum with their families.—Eugene (Ore.) 
Register. 

DECENT 


Miss DorotHy Morrison, who was injured 
last week, is in St. Joseph’s hospital, and is 
covered sufficiently to have friends come to 
see her.—Morristown (S.D.) News. 


BELLYLAUGH 


Drs. Kinsey RensHaw, Myron Means and 
Edward Seybold will address the Flower Hos- 
pital medical staff at 8:45 p.m. Monday on 
raptures of the stomach.—Detroit (Mich.) 
Daily. 

GENERAL PRACTICE 


Marsory Evans was slightly bruised Monday 
afternoon when a car struck her in front of the 
bank. George Baker, the driver, picked her up, 
and feeling her all over to make sure no bones 
were broken, insisted on taking her home 
where he could make a closer examination.— 


Norwood (Ohio) Enterprise. 


| 
4 
| 
| 
/ 
= 
: 
| 


DEPARTMENT oF H 


Can be given with complete 
confidence in conditions 
previously considered ex- 
clusive indications for injec- 
table vitamin B)2 including 
pernicious anemia in relapse. 
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professor of pediatrics at the University of Penn- 
sylvania. 

The California chapter recently moved into new 
quarters in San Francisco. What used to be a blue- 
print house has been transformed into really attrac- 
tive offices. 

Drs. Ralph Walker, Stanley R. Truman, and Mel 
Hart of the Alameda-Contra Costa chapter arranged 
the scientific program for the County Medical Soci- 
ety last month. This was the second time the county 
Academy chapter had sponsored the county medi- 
cal program. 

A new Lackawanna County (Pennsylvania) chap- 
ter has been chartered. The officers are Dr. Joseph 
A. Sutula of Scranton, president; Dr. Abraham G. 
Eisner of Scranton, vice-president; and Dr. Louis 
G. Kareha of Clarks Green, secretary-treasurer. 

The Pennsylvania chapter’s congress of delegates 
held a special session before the recent Sectional 
Officers’ Conference in Harrisburg. Most important 
decision was that state dues be increased to $10 a 
year. This increase was deemed necessary because 
the state group had reached a point where a perma- 
nent address and more permanent clerical help in 
the secretary-treasurer’s office were urgently need- 


ed. The chapter’s executive offices are now at 4203 
Ferne Boulevard, Drexel Hill, Pa. 

The first annual two-day scientific assembly of 
the West Virginia chapter was held May 16-17 in 
Charleston. Twelve out-of-state medical guest speak- 
ers were on the program. 

At a recent special session of the New York 
chapter’s congress of delegates, Dr. G. Alexander 
Galvin was elected speaker and Dr. Carl B. Alden 
of Adams, vice-speaker. 

A geriatric symposium at the New Hampshire 
State Hospital Chapel in Concord on April 29 was 
cosponsored by the New Hampshire chapter and 
the New Hampshire Social Welfare Council. 

The Fourth Annual Symposium held at Salisbury, 
North Carolina on April 15 had a large attendance, 
the Rown Davie County (North Carolina) chapter, 
which sponsors the symposium annually, reports. 
Dr. Charles W. Hock from the Medical College of 
Georgia, Dr. Ernest Carroll Faust from Tulane Uni- 
versity, Dr. Thomas G. Thurston and Dr. Joen E. 
Wear of Rowan Memorial Hospital in Salisbury 
participated on the program. 

The editors and the publication committee of 
News and Views of the St. Louis (Missouri) chapter 


MciIVOR MOUTH GAG 


offers SAFETY and BETTER EXPOSURE 


for the Surgeon... with 
no Traumatism to Incisor Teeth 


This. Mouth Gag represents the first” 
advancement in Mouth Gag design for many years. Con- : 


is made behind canine teeth .. 


.with positive, 


Z point pressure at all times. Completely flexible in we 


as various adjustments are possible in either plane. 
Three sizes of tongue blades 
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is Encountered 


Arobon is widely applicable when- 
ever diarrhea or loose stools must be 
overcome. Its action is prompt and 
dependable, regardless of the underlying 
cause of the diarrhea. 


Prepared from specially processed carob 
flour, Arobon provides a high natural 
content of pectin, lignin and hemicellulose. 
Thus it exerts a combined adsorptive, 
demulcent, water-binding action which is 
promptly effective in all age groups— 
adults, children, infants. In most diar- 
rheas, Arobon suffices as the sole medi- 
cation; in the specific dysenteries and the 


WHENEVER DIARRHEA 


severe infectious diarrheas, it serves as a 
valuable adjuvant to specific medication. 


ESPECIALLY USEFUL IN 
WARM WEATHER DIARRHEA 


The diarrheas so frequently encountered 
during warm weather respond especially 
well to Arobon with its demulcent and 
adsorptive action. 

Arobon is easily and quickly prepared 
for use with milk or water. Although it 
contains no chocolate, when mixed with 
milk it makes a tasty mixture having a 
chocolate-like flavor. 


Physicians are invited to write for 
clinical test samples of Arobon. 
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are to be commended for their efforts in getting 
out a super-sized edition which was distributed at 
the A.A.G.P.’s Fifth Annual Scientific Assembly 
there in March. 

The annual meeting of the Wayne County (Michi- 
gan) chapter was held March 18 at the Wayne 
County Medical Society Building. 

Ten noted doctors and C. Walter McCarty, edi- 
tor of the Indianapolis News; Leo E. Brown, who is 
in charge of public relations for the A.M.A.; the 
Honorable George N. Craig, governor of Indiana; 
and Kenneth McFarland of Topeka, educational 
consultant and lecturer for General Motors partici- 
pated in the program of the Indiana chapter’s Fifth 
Annual Scientific meeting April 15-16 in Indi- 
anapolis. 

New officers of the Indiana chapter are Dr. Wil- 
liam R. Tindall of Shelbyville, presidegt; Dr. O. T. 
Scamahorn of Pittsboro, president-elect; Dr. Law- 
rence S. Bailey of Zionsville, vice-president; and 
Dr. Norman R. Booher of Indianapolis, re-elected 
secretary-treasurer. Delegates to the next A.A.G.P. 
Assembly are Dr. Booher and Dr. Elton R. Clarke. 
Alternates are Drs. William R. Troutwine of Crown 
Point and Lester D. Bibler of Indianapolis. 


The Minnesota chapter has appointed Dr. James 
A. Blake, the chapter’s immediate past president, 
to be its executive secretary. 

Members of the Idaho chapter from the eastern 
part of the state heard Dr. Gerald Perkoff of the 
University of Utah School of Medicine speak at a 
recent dinner meeting in Pocatello. Dr. Walter 
R. West of Idaho Falls, state chapter president, 
presided. 

Cardiovascular disease was the chief topic of the 
Maryland chapter’s spring scientific meeting in 
Bethesda. It was held in conjunction with the Heart 
Association of Maryland. Nine noted physicians 
participated in the program. 

Dr. Joseph Miller of Harvard Medical School 
was guest speaker at a recent joint meeting of the 
New Mexico and Western Texas chapters in El 
Paso. He spoke on “Modern Management of Rheu- 
matic Heart Disease.” 

A two-day meeting of the South Dakota chapter 
was held April 11-12 in Huron. Obstetrics was the 
topic of the lectures given by Dr. Roy G. Holly, 
Dr. Donald W. Freeman, and Dr. Rodney F. Sturley, 
all from the department of Obstetrics and Gynecol- 
ogy at the University of Minnesota Medical School. 


SUPPORTS 


Working closely with the medical profession for more than 


60 years, Freeman has developed a line of surgical supports from which you can 
select and prescribe with complete confidence in the suitability of the garment 
for its purpose, quality in its construction and comfort for the wearer. ; 

The Freeman line of corset-type back supports includes models which provide 
supportive and conservative measures in any required degree up to almost com- 
plete immobilization. This type of support has been found superior in that it can 
be worn comfortably whether sitting, standing or lying. In addition to correct 
design and quality construction Freeman supports embody many advancements 
and improvements. Linings and stay covers are cushioned for comfort and side- 
laced back supports have a new and exclusive self-smoothing, non-wrinkle fly. 

Mail coupon for details of Freeman quality features and free copy of pocket- 
size reference catalog. 
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|NEW | Topical Ointment of 


ACETATE 
(HYDROCORTISONE ACETATE, Merck) 


for Allergic Dermatoses 


Topical Ointment of HyDROcoRTONE Acetate produces rapid 
relief and local improvement in the following indications: 
contact dermatitis (e. g., poison ivy), and 
atopic dermatitis, including 
eczematoid dermatitis, food and infantile eczema, 
disseminated neurodermatitis, 
and pruritus with lichenification. 

Marked decrease in erythema, edema, infiltration, and pruri- 
tus have been obtained without generalized systemic effects. 

Supplied: As a 2.5% ointment, 5-Gm. tubes 
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The Virginia chapter sponsored a conference of 
the Metropolitan Washington Tuberculosis Asso- 
ciation (Metropolitan Washington is comprised of 
the District itself and contiguous counties in Mary- 
land and Virginia) April 9 in Washington, D. C. 
Discussion centered on “The Role of the Private 
Physician in Tuberculosis.” 

The education committee of the IMlinois chapter 
met recently with the registrars and deans of the 
state’s medical schools and charted postgraduate 
courses for the 1953-54 school year. 

The Louisiana chapter should be commended for 
its initiative in boosting its Seventh Annual Post- 
graduate Scientific Assembly slated for September 
22-24 in Alexandria by using a stamp, bearing the 
outline of the state and all pertinent information, 
on its outgoing mail. 

A scientific program of the Arkansas chapter was 
held April 10 in Little Rock. Dr. Emil Novak of 
Johns Hopkins University and Dr. John B. Youmans 
of Vanderbilt University were guest speakers. Dr. 
Harry Murry presided as master of ceremonies at 
the banquet and Mr. Virgil Blossom, an eminent 
Arkansas educator, was principal speaker. 


The annual meeting of the lowa chapter will be 
held September 24-25 in Des Moines. 

September 16-17 are the dates of the Mississippi 
chapter’s annual assembly in Jackson. Dr. Guy Vise 
is chairman of the program committee. 

Ft. Collins was the site of the Colorado chapter’s 
meeting on April 23. 

The Waterbury (Connecticut) chapter recom- 
mends that the practice of admitting persons to 
hospitals merely for x-rays be stopped. It suggests 
that x-rays be taken at the office of a recognized 
roentgenographer. 

This practice would alleviate the shortage of beds 
in hospitals and make room for those persons who 
are urgently in need of hospitalization, according 
to the chapter. 

At the May 4 meeting of the Kansas chapter in 
Wichita, Dr. R. L. Saunders of Memphis, Tenn. 
and Dr. C. Gordon Johnson of New Orleans, La. 
presented the scientific program. One of the sub- 
jects discussed was “An Appreciation of the Gen- 
eral Practitioner As Seen by the Surgeon.” Noted 
radio commentator, Alex Dreier, was speaker at the 
informal dinner-dance. 


“Is that a bad omen, Doctor?” 
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INDIANA AND OHIO MAKE BUILDING FUND NEWS 


As was the case last year during the weeks immedi- 
ately following the Annual Assembly, April pro- 
duced a somewhat smaller cash total for the Building 
Fund than had the several preceding months. 

The activity in Indiana did not reflect this same 
trend, however. Thanks largely to the annual state 
chapter meeting in Indianapolis and to the ener- 
getic efforts of Dr. Lester Bibler and Dr. J. A. Graf, 
the Hoosiers were responsible for over half of the 
total cash receipts from the entire country. During 
April the state’s total contributions increased ap- 
proximately 28 per cent, moving Indiana from 17th 
place to 8th in state standings. 

Incidentally, the state of Ohio now stands in 
second place in grand total—and should have been 
reported there the past three months. Because of a 
recording error in the Headquarters Office (not, let 
us add in fairness, through any fault of the Account- 
ing Department), the Ohio totals during those 


April total 
state contributions contributions 


Alabama 785 
Arizona 220 
Arkansas 325 
California 7,386.34 
Colorado 2,105 
Connecticut 802 
Delaware 305 
District of Columbia 597.08 
Florida 930 
Georgia 1,823 
305 
2,905 
2,550 
2,240 
1,236 
Kentucky 790 
Louisiana 2,120 
335 
Maryland 881 
4,391 
1,305 
Minnesota 1,955 
Mississippi 575 
Missouri 6,340 
20 
590 
230 
668 


Illinois 
Indiana 


Massachusetts 
Michigan 


months have been more than $2,000 short. Here- 
with, a bow of apology to energetic Dr. George 
Lemon, state building fund chairman, and to all the 
members of the Ohio Academy who have contrib- 
uted so generously. 

The Ohio record is particularly pleasing because 
345 members have made contributions—33.2 per 
cent of the total membership. In addition, $990 has 
been pledged by thirty-one members, with pay- 
ments spread over the next four years. 

Dr. Fowler would like to remind every Academy 
member that his pledge is just as welcome as his 
cash. If you plan to contribute $20 or $25 in 1953, 
duplicate that amount in pledges for each of the 
next four years—it’s such an easy way to become a 
Century Club member. You don’t even need to keep 
track of the maturity dates. The Headquarters 
Office will be glad to remind you politely each year 
at the proper time. 


April total 
contributions contributions 


2,045 
New Mexico 200 
New York 4,588.50 
North Carolina 2,325 
North Dakota 85 
8,125 
920 
595 
Pennsylvania 2,048 
Rhode Island 70 
South Carolina 2,145 
300 
1,200 
8,448.07 
605 
360 
Virginia 605 
Washington 410 
West Virginia 925 
2,345 
Wyoming 390 
Hawaii 115 
Puerto Rico 10 
161.61 
8,475 
20,000 


Miscellaneous. . . 
Commercial Organizations 


$1,840 $111,512.60 
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For superior radiographic results, 
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Toward perfection... 
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double anttbiotie action 
Combined action of bacitracin and 
polymyxin, topically effective 
against mixed bacterial flora of 
mouth and throat. 


Virtually non-sensitizing, bacitracin 


and polymyxin may be used topi- 


Candeties cally without significant local re- 


action—or sensitizing the patient 


against systemic therapy. Bacterial 
resistance is minimal. 


and fresh orange flavored 
a pleasant, candy-like troche to 


encourage patient acceptance. 


Candeties antibiotic troches 


polymyxin B 1,000 units (0.1 mg.) 
bacitracin 50 units 


# TRADEMARK, CHAS. PFIZER & CO., INC, 


World’s Largest Producer of Antibiotics 


Antibiotic Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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LETTER S — Continued from page 25 


For Better M.D.-Osteopathic Relations 


Dear Sir: 

In the November, 1952 issue of GP, C. Lewis Hyatt, M.D., 
writes, ‘When such a large portion of the healing practice 
is done by cultists, quacks, and persons of substandard train- 
ing (don’t osteopaths do a great deal of surgery in Missouri ?), 
I think Dr. Graham is unwise to slur his own professional 
colleagues who almost without exception are striving to im- 
prove the standard of medical care.” 

Being a member of the 1953 freshman class at the Kansas 
City College of Osteopathy and Surgery, I feel inclined to 
register disagreement with Dr. Hyatt’s classification of 
osteopathic medicine. His opinion indicates unawareness of 
the advancement of osteopathic medicine and the high caliber 
of the modern osteopathic physician who is comparable to 
the M.D. His classification indicates parroting rather than 
thoughtful research. 

The osteopathic medical schools as well as the M.D. 
schools have made great progress in recent years. I would 
suggest to Dr. Hyatt a consideration of the Kansas City and 
Los Angeles schools of osteopathic medicine. The quality of 
the faculty, curriculum, and facilities at the Kansas City 
school is comparable to most medical schools. Generally, the 
textbooks are the same books used by other schools. The 
principles of osteopathy are given in addition to instruction 
in general medicine and surgery. These principles have 
their place as many patients will testify. 

There are excellent graduate programs available, including 
surgery. The day is gone when failing M.D. undergraduates 
are readily accepted in osteopathic schools. Most students en- 
rolling in the modern osteopathic school are college gradu- 
ates and believe in the growing future of their profession 
(osteopathic schools as well as the M.D. schools now require 
three years of premedicine). The osteopathic student and 
graduate has every right to be proud of his school and the 
Doctor of Osteopathy degree. They can also be equally con- 
fident of professional distinction, a successful practice, and 
financial security. They know that the osteopathic profession 
is making a real contribution to public health. 

In an article on the nation’s health, page 108 of this same 
November issue of GP, the following statement appears: 
‘That there is a demand for the services of more general 
practitioners is revealed by the fact that figures on osteo- 
pathic physicians show an increase of 76 per cent from 1940 
to 1950. About 90 per cent of these are general practitioners.” 

In view of the recent national health victory it seems that 
greater co-operation between the osteopathic physician and 
the M.D. will aid in preserving this accomplishment. The 
problems are certainly subject to solution. The threat to 
national health will rise again if the medical profession re- 
treats into scientific seclusion. The physician must exert his 
leadership by promoting a futuristic and progressive Amer- 
ican health program. The above quotation expresses the 
needs of the American people. Considering the political and 
social trends in the world, these needs must be satisfied. 

The groups waiting to wrest the initiative will establish 
methods detrimental to the American people as well as the 
medical profession. The osteopathic profession will continue 
to grew because the premedical students and the public are 
recognizing osteopaths as capable physicians. The law in 
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most states recognizes them as qualified physicians. It is 
time that the M.D. groups do likewise. 

In a sincere effort to better public health it seems desirable 
that osteopathic physicians and M.D.’s should cooperate in 
the utilization of each other’s facilities, accomplishments, and 
literature. Both organizations have made worthy contribu- 
tions to the American people. 

Since my wife and I work for an M.D. group, we read many 
M.D. publications including GP. I hope they will be available 
when I complete my osteopathic medical course. I am certain 
that my future patients will benefit from my use of the liter- 
ature and facilities of both the M.D. and Osteopathic or- 
ganizations. 

There are incidents of minorities in every profession who 
will exceed their limitations. To paraphrase part of Dr. 
Hyatt’s letter: I think Dr. Hyatt is unwise to slur osteo- 
pathic physicians, his own colleagues in the medical profes- 
sion, who almost without exception are also striving to 
improve the standard of medical care. 


Joun W. Moor 
Montebello, Calif. 


A Cherished Honor 
Dear Sir: 

I want to take this opportunity to thank you and the 
American Academy of General Practice for the great honor 
that you have bestowed upon me. I do sincerely cherish this 
Fellowship and will always co-operate to my fullest extent 
with your wonderful group. 

The “sheepskin” has been framed and is hanging in my 
office in a very prominent spot. I am indeed proud of it and 
want to express my most sincere appreciation for this out- 
standing appointment. 

7 HorrK, M.D. 
Chicago, Illinois 


Canada Next in Line? 
Dear Sir: 

Enclosed is a money order for ten dollars. Please enter my 
subscription for GP, commencing with the January issue. 

For some time now I have watched with considerable 
interest the progress that your organization is making in 
bettering the lot of the general practitioner in the U.S.A. 
I regret only that there is not as yet a similar organization 
here in Ontario where I practice. 

Any information regarding organization, etc., that you 
would care to send would be genuinely appreciated by my- 
self and a group of friends (general practitioners) who some- 
times get a little depressed at the treatment we receive from 
our specialist colleagues. 

Harotp E. Butrorp, M.D. 
Hamilton, Canada 


We are interested to note the growing desire for a general 
practitioner’s organization in Canada, following steps taken 
in England to that end. The American Academy of General 
Practice is always ready to share information with such pros- 
pective sister organizations.—PUBLISHER 
(Continued on page 145) 
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A NEW CHEMOTHERAPEUTIC MOLECULE 


TAILORED SPECIFICALLY FOR 


| 


REFRACTORY URINARY TRACT INFECTIONS 


Discovery of the antimicrobial properties 
of the nitrofurans provided a novel class of 
chemotherapeutic agents. These compounds 
possess specific antibacterial activity with low 
toxicity for human tissues. 

The simplicity and flexibility of this nitro- 
furan nucleus make possible 
numerous variations of its TT 
chemical and therapeutic onl Jp 
characteristics; a remedy may ° 
be tailored to fit the disease. 


H.C — C=O 
| 


Within recent years we have so designed 
two important antimicrobial nitrofurans for 
topical use: Furacin Ti 
brand of nitrofura- 
zone and Furaspor ° 
brand of nitrofur- 
furyl methyl ether. 

Now we have suc- ° 
ceeded in chemically tailoring a unique mole- 
cule, designed specifically for the treatment 
of bacterial urinary tract infections: 


FURADANTIN 


Brand of nitrofurantoin: 
N-(5-nitro-2-furfurylidene)-1-aminohydantoin. 


Products of Eaton Research 
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pyelonephritis 
for cystitis 
pyelitis 


which have proven refractory to 
other antibacterial agents: 


FURADANTIN 


provides definite advantages: 


clinical effectiveness against most of the bacteria of urinary tract in- 
fections, including many strains of Proteus, Aerobacter and Pseudo- 
monas species 


low blood level—bactericidal urinary concentration 
effective in blood, pus and urine—independent of pH 
limited development of bacterial resistance 

rapid sterilization of the urine 

stable 

oral administration 


low incidence of nausea—no diarrhea or abdominal pain—no proctitis or 
pruritus—no crystalluria or hematuria 


non-irritating—no cytotoxicity—no inhibition of phagocytosis 
tailored specifically for urologic use 


Scored tablets of 50 & 100 mg. 


Now available on prescription 
Write for comprehensive literature 


NORWICH, NEW YORK 
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clinically confirmed... 


Eifocaine 
long-acting local anesthetic-analgesic 
for prolonged, non-narcotic control of pain 


in surgery of the head, neck and extremities!.2 
Postoperatively 35 patients required no narcotics, another 24 required only | or 2 doses; 
no patient required more than 4 doses. 


in thoracic and upper abdominal surgery and chest pain!.2.3.4 

Postoperative intercostal nerve block with Efocaine allowed patients to breathe deeply 
and cough freely without pain, obviated the need for respiration-depressing 

narcotics —“‘an effective means of preventing postoperative pulmonary complications.”4 


— “...more than 50 blocks for miscellaneous chest pain.. were all successful.’4 


in lower abdominal surgery!.2 
3 4 & Convalescence was pleasanter and early ambulation was facilitated 


with Efocaine. In one group of 285 patients, 87 required no postoperative narcotics, 
and 141 needed only | or 2 doses.? 


in anorectal and vaginal surgery, pruritus ani!.2,5.6 
2 4 & “A dramatic relief of postoperative pain ...in almost every instance... 

postoperative narcotic requirements were virtually eliminated.”’5 

cases “All of the patients with pruritus ani were benefited by ... Efocaine.”6 
following tonsillectomy’ 
“The results ... were most dramatic. A high degree of local pain control 

enue was achieved in every instance.” 

4 after episiotomy?® 

“A high degree of episiotomy pain-relief was obtained... patient morbidity was greatly 

eunes teduced, and a more pleasant convalescence achieved.” 


2 be in minor and office surgery! 
= Relief of postoperative pain was excellent in 76% of the group, good in the remaining 24%. 


Clinical experience with EFOCAINE in over 1,000 patients is 

now recorded in the medical literature. This experience, 
summarized above, demonstrates unequivocally sate 

that EFOCAINE achieves at last a long-sought goal in medicine nonoily 


and surgery: prolonged, non-narcotic pain control. aqueous-miscible 
a single injection no vasoconstrictors 


» produces 6-12 days local anesthesia-analgesia 
» provides dramatic, long-lasting relief of pain 
» virtually eliminates postoperative narcotics 


1. Ansbro, F. P., and others: Anesthesiology 13:306, 1952. 2..lason, A. H., and Shattel, H. E.: Postoperati ‘ain Control, ted 
before the Section = of the American Medical Association, Chicago, Deaton, wR 

Otolaryng. 56:59, 1952. 8. Cappe, B. E., and Pallin, L a rest & Treat. 3:739 


olution, is in 20-cc, multiple-dose vials. 


Detailed literature available upon request. 


= FOUGERA = E. FOUGERA & CO., INC. 
75 Varick Street, New York 13, N. Y. 
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(Continued from page 141) 
Gratifying Response 
Dear Sir:, 


On April 30, 1952, the Committee sent in a subscription 
to the GP journal to be sent to the Medical College and 
hospitals in this area. The response was very enthusiastic 
and gratifying, so much so that we wish to renew the sub- 
scriptions for another year. 

Will you kindly mail bill to Dr. Robert Rawdon, 6808 
Bramble Ave., Cincinnati 27, Ohio, treasurer, Seminar 
Committee. 

J. Rosert Hupson, M.D. 
College of Medicine 
University of Cincinnati 


Our thanks for this subscription order, going to fifteen hospi- 
tals in the Cincinnati area, as well as to the medical school of 
the University of Cincinnati. May the response continue gratify- 
ing!—PvuBLISHER 


Even for Nurses 
Dear Sir: 

Is there anything in Academy policy that would prevent 
sending GP to an R.N. who has a particular interest in 
general practice? I have in mind one such individual to 
whom I would like to send a gift subscription. 

Max Brannon, M.D. 
Merced, California 


Understandably, GP is designed primarily for the physician, 
but we certainly would never bar an interested R.N. access to 
its readable pages —PUBLISHER 


GP Popular at U.S.C. 
Dear Sir: 

Recently I sent for a subscription to GP with the request 
that it start from July, 1952. I received a card from you ac- 
knowledging my subscription. Since then I have been ex- 
pecting momentarily at least the first five issues of Volume 
6, so you can imagine my surprise yesterday morning when 
a large heavy package was delivered to my door containing 
five copies each of the first five numbers of Volume 6. 

I thought of saving the expense of returning these excess 
copies to you, and turning this mistake into a profit by 
selling four subscriptions to GP, each subscription to start 
with the July, 1952 number and the first five copies de- 
livered now. I succeeded only too well, selling six subscrip- 
tions before I could check the mighty rush. All of the sub- 
scriptions are for senior students at the U.S.C. School of 
Medicine. 

I would like to bring up one other matter and that is that 
I can sell more subscriptions to GP, so why not make me 
your agent at the University of Southern California. Send 
me some subscription blanks and let me see what I can do. 


Lincotn A. SERVICE 
Glendale, California 


Mr. Service has indeed been of service in promoting GP at his 
school. He has been named student sales representative at U.S.C. 
—PUBLISHER 


(Continued on page 181) 
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BETH ISRAEL HOSPITAL 
Boston, Mass. 


Two Postgraduate Courses in 


Practical 
Electrocardiography 


For General Practitioners and Beginners 


(A) 5 days, 9 a.m.—4 p.m. 
Nov. 9—13, 1953, inclusive 


(B) 10 Wednesday afternoons, 2—5 p.m., 
Oct., Nov., and Dec., 1953 


For Information Address: 
DR. JOSEPH E. F. RISEMAN 
BETH ISRAEL HOSPITAL 


330 Brookline Avenue 
Boston, Mass. 


CLINICAL 
ENDOCRINOLOGY 


Forty-eight hourly sessions will be presented by 
members of the staff of 


THE TEMPLE UNIVERSITY 
SCHOOL OF MEDICINE 


and guest lecturers 
under the direction of Dr. William H. Perloff 
and Dr. Bernhard Zondek, Jerusalem, Israel 
Emphasis will be 
on the clinical aspects 
of endocrine disorders 
A discussion period will be part of each session 
48 hours—8 Wednesdays from 9:30 a.m.—4:30 p.m. 
commencing October 7, 1953 


Tuition $100.00 


All interested physicians are invited to write to 
The Dean, Temple University School of Medicine, 
3400 North Broad Street, Philadelphia, 
for further information 


a 


when 
nutritional 


reinforcement 


Necessary. 


Today, the concept of 
interrelationship in 
nutrition is widely 
recognized. For this 
reason, when special 
restrictive diets are 
prescribed, the physician 
will usually tend to 
supplement dietary 
intake with the most 
complete vitamin- 
mineral formulation 
available. “Clusivol” 
is an ideal preparation 
for such therapy. 


Multiple 
vitamin-mineral 
supplement 


REDUCING DIETS 
DIABETIC DIETS 
GERIATRIC DIETS 
POSTOPERATIVE DIETS 
PEPTIC ULCER DIETS 
LOW SODIUM DIETS 
HEPATIC DISEASE DIETS 
RHEUMATIC FEVER DIETS 


2 “Clusivol” Capsules 
(average daily dosage) provide: 


Vitamin A (synthetic) 25,000 U.S.P. Units 
Vitamin D (irradiated 

ergosterol) 
Vitamin C (ascorbic acid) 
Thiamine HCI (B,) 
Riboflavin (B.) 
Pyridoxine HCI (Bs) 
Panthenol, equivalent to 

of calcium pantothenate 
Vitamin Biz U.S.P. (crystalline) 
Folic acid 
Nicotinamide 
Vitamin E (as mixed 

tocopherols natural) 
Inositol 
Choline—from choline bitartrate.. 
Biotin 


Cobalt—from cobalt sulfate 
Copper—from copper sulfate 1.0 ’ 
Fluorine—from calcium fluoride.... 0.025 mg. 
lron—from 4 gr. ferrous 

76.2 
Calcium—from dicalcium 

phosphate 
Manganese—from manganous 

sulfate 
lodine—from potassium iodide... 
Molybdenum—from sodium 

molybdate 0.2 
Potassium—from potassium sulfate 5.0 
Zinc—from zinc sulfate 
Magnesium—from magnesium 

sulfate .... 
Phosphorus—from dicalcium 

phosphate 


CAPSULES 


No. 293—Supplied in bottles of 100 and 1,000. 


Ayerst, McKenna & Harrison Limited 
New York, N. Y. * Montreal, Canada 
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When the Symptoms of 
Critically Elevated 
Blood Pressure 


Rapidly 
SOLUTION INTRAMUSCULAR 


VERILOID 


i dependable hypotensive response produced by Solution 
Intramuscular Veriloid quickly relieves the distressing symptoms 
of critically elevated blood pressure. Injected deep into a muscle, 
a single dose of Solution Intramuscular Veriloid leads to a signifi- 
cant fall in blood pressure. Attaining its maximum effect in 60 to 
90 minutes, this drop persists for 3 to 6 hours. Through repeated 
injections, the tension may be kept depressed for many hours or 
even days if necessary. 


During this period, continuous relief is afforded the patient. 
Thereafter, suitable oral medication should be given in an effort 
to maintain the relief so achieved. 


Solution Intramuscular Veriloid is widely indicated in all types 
of severe hypertension: 


e hypertensive states accompanying cerebral vascular disease 


In e@ malignant hypertension 


HYPERTENSIVE e hypertensive crisis (encephalopathy) 
c R | S E S @ toxemias of pregnancy 
@ pre-eclampsia 


Given in proper dilution slowly by e@ eclampsia 
vein, Solution Intravenous Veriloid 


end Solution Intramuscular Veriloid, providing 1.0 mg. of alkavervir 


bleed matter (mixed Veratrum viride alkaloids) per cc. of isotonic buffered 
of minvies—entirely within the con- aqueous solution incorporating one per cent procaine hydro- 
trol of the physician. This valuable chloride, is supplied in 2 cc. ampuls in boxes of 6. 

emergency drug frequently proves 

to be a life-saving measure. Contains 


0.4 mg. of alkavervir (mixed Vera- | K E L A B 0 A T 0 | S | N C 


trum viride alkaloids) in 0.25 per 


cent acetic acid solution. 8480 BEVERLY BOULEVARD ¢ LOS ANGELES 48, CALIFORNIA 


VERILOID, GENERICALLY DESIGNATED ALKAVERVIR, IS 


Chiginal Riker Research 
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COMPLAINTS: 


HEADACHES... 
MARKED DYSPNEA... 
TRANSIENT HEMIPLEGIA 


VIRTUALLY COMPLETE | 
SYMPTOMATIC RELIEF 


BLOOD PRESSURE (mm. Hg) 


5 6 
WEEKS OF TREATMENT 


This excellent response to orally administered Veriloid was obtained in a male 
patient, aged 41.* Treated as an outpatient for four months, his blood pressure 
dropped to normal limits under the influence of Veriloid. Concurrently, he ex- 
perienced considerable symptomatic improvement and was able to resume his 
former physically strenuous work. Special studies on this patient showed that 
the blood pressure was well controlled throughout the day. 


Not every patient shows this spectacular response to oral Veriloid. However, 
a sufficiently large number do, warranting the administration of this hypoten- 
sive agent to every patient with elevation of blood pressure sufficient to require 
treatment. For this reason, the suggestion has been made that all hypertensive 
patients should be screened to identify those who respond well to veratrum 
preparations.** 


*Kauntze, R., and Trounce, J.: Treatment of Arterial Hypertension with Veriloid, 
Lancet 2:1002 (Dec. 1) 1951. 


**Page, I.H.: Arterial Hypertension, Pennsylvania M. J. 55:737 (Aug.) 1952. 


RIKER LABORATORIES, INC., 8480 BEVERLY BLVD., 


Veriloid is available in 
three dosage forms 
for oral administration: 
Veriloid (plain) in 1, 2, and 3 mg. 
scored tablets; starting dosage 9 to 15 
mg. daily, to be adjusted according to 
response and tolerance. 

Veriloid with Phenobarbital (Veriloid- 
VP), each scored tablet presenting Veri- 
loid 2 mg. and phenobarbital 15 mg. 

Veriloid-VPM, each scored tablet con- 
taining Veriloid 2 mg., phenobarbital 
15 mg., and mannitol hexanitrate 10 
mg. Initial recommended dosage for 
VP and VPM, 1 tol 2 tabletst.i.d.orq.i.d. 


LOS ANGELES 48, CALIF. 


case briefs from published reports - 


... for the obese patient . 


“— een offers 4 practicable solution to the problem of 
estricted diet. 


keeping obese patient on 4 


ave found that 
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Thou 
Obedrin ¢ 
jittery and d mnia. 
© supplement the 


ough vitamins ¢ 
is included to 


Obedrin contains en 
se of vitamin C 


d diet. A large do 
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ze tissue fluids. 


help mobili 


Pentobarbital, @ short-acting barbit- 
entobarbital has approximately 
as methamphetamine, so the 
urate effect is negligible. 


Obedrin contains 
$a corrective. P 
uration of action 
cumulative barbit 


urate, 4 
the same 4 
possibility of 

Available: The 60-10-70 Diet.* This is * 
able diet, with enough roughage to eliminate necessity of arti 


laxatives. 


convenient, wari- 


ficial bulk 


MA 
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THE NEW THERAPY THAT KEEPS FAT MOVING 


LIPOTRIAD presents unusually potent lipotropic and 
oxytropic principles to combat degenerative diseases 
caused by or associated with faulty fat metabolism 
and to offer nutritional support in such conditions. 


Prescribe LIPOTRIAD (Smith) 


1. In cirrhosis of the liver—to help 
return the liver to a measure of 
normal activity. 


2. In diabetes— to ameliorate ar- 
teriosclerotic damage of the 
pancreas. 


3. In kidney disease—to help 
reverse early arteriosclerotic 
changes. 

4. In the geriatric patient—as a 
nutritional corrective. 


5. In atherosclerosis and arterio- 
sclerosis — as an aid in preventing 
further arterial damage. 


Composition: LIPOTRIAD (Smith) is a 
potent, non-toxic, comprehensive mix- 
ture of choline, di-methionine, inosi- 
tol, vitamin By» and other B-complex 
vitami It contains no alcohol or 
sugar, and therefore can be pre- 
scribed ad lib. to diabetics. 


Available as a palatable, red-colored 
liquid or as pink capsules. 


Dosage: 5 cc. or 3 capsules, three 
times daily after meals. 


For complete information about 
LIPOTRIAD (Smith) drop a note 
on your prescription blank to 


CARROLL DUNHAM SMITH PHARMACAL COMPANY 


New Brunswick, New Jersey 
Established 1844 
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er Office 
Hours with 


Medical 
Detectiv 


The Case of the 


DIRTY FACED BOY 


T is not much fun to take the humor out of 
favorite humorous situations. But the next 
time your smudge faced youngster complains that 
he is allergic to soap, take heed. His precocity may 
startle you. He actually MAY BE allergic to the soap 
he is using! 

Here is the tale of a mother who found that her 
child was allergic to certain soaps, and how she 
solved the problem. It is hoped that by relating this 
case, future patients with the same condition may 
be spared the sometimes slow and painful process 
before a correct diagnosis is obtained. 


It all started when Mrs. J. presented her 8 year 
old son, Tommy, for diagnosis and treatment. The 
complaint was an apparently intractible spasmodic 
vasomotor rhinitis, exacerbating acutely when he 
washed his face, took his bath, or when in the pres- 
ence of women who used certain perfumes. 


At such times, the youngster experienced violent 
spasms of choking, coughing, and wheezing, similar 
to an acute bronchial asthma. The spasms usually 
lasted upwards of a half hour, after which the child 
was frequently limp and exhausted. 


In the case of Tommy, the diagnosis was not too 
difficult, once the history pattern had been accur- 
ately obtained. An examination of the nasal and 
bronchial passages revealed a slightly greyed, edema- 
tous, boggy mucosa, so characteristic of a chronic 
respiratory allergy. 

The resolving clue came from the fact that the 
exacerbations occurred always in the presence of 
perfumes or essential oils—perfumes worn, and 


perfumed soap for washing and bathing. 


What are the Causes of 
SOAP IRRITATION? 


Soap can irritate the skin, conjunctiva, or 
respiratory mucosa. Factors in soap irrita- 
tion are: (1) High excess alkalinity; (2) Per- 
fumes, dyes, essential oils; (3) Other aller- 
gens, such as lanolin, palm oil, etc. A safe 
super-fatting agent helps avoid the drying ef- 
fect of soap, and maintain skin lubrication. 


The prescription in this case was simple—avoid 
all contact with perfumes in any form—powders, 
sachets, hair oils, skin lotions, and women who use 
perfumes. Especially avoid perfumed soaps. 

What soap to use? This was the simplest recom- 
mendation of all—to use only AR-EX Unscented 
Soap. The purity of this fine soap can be gathered 
from the fact that it is almost completely odorless. 
In addition, AR-EX Soap is low in excess alkali, and 
super-fatted with cholesterol, making it an excep- 
tionally fine cleanser as well as safe detergent in 
cases of perfume sensitivity. 

Once again comes the admonition: In diagnosis of 
allergies, always first examine the obvious. It may 
save endless search! 


THE MEDICAL DETECTIVE® 


Usesor AR-EX SOAP 


AR-EX Soap is unscented, superfatted with cholester- 
ol, and low in excess alkali. Contains no lanolin or 
orris root derivatives. An especially bland soap, in- 
dicated for dry, sensitive skins, and in respiratory 
and dermatological allergy to essential oils and per- 
fumes. In both Bath and Toilet sizes at pharmacies. 


AR-EX COSMETICS, INC. 


1036 W. Von Buren St. + 
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You Will Approve the Gentleness of 


AR-EX SOAP 


*Unscented—Uncolored 
*Super-fatted with Cholesterol 
*Contains no Lanolin 

*Low in Excess Alkali 
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important 

new preparation... 
clinically accepted 
...for lowering 
blood pressure 

both benign 


and malignant 
hypertension 


(1) Crumpton, C. W. et al.: Abstract, Society for 
Pharm. & Exper. Therap., September 8-10, 1952, 
J. Pharm. & Exper. Therap., 106:378, December, 
1952. (2) Currens, J. H. et al.: Abstract, Program, 
American Heart Assn., April 18-19, 1952. (3) Meil- 
man, E., and Krayer, O.: Circulation, 6:212, August, 
1952. (4) Hoobler, S. W. et al.: Ann. Internal Med., 
37:465, September, 1952. (5) Smirk, F. H., and 
Chapman, O. W.: Am. Heart J., 43:586, 1952. 
(6) Nash, H. A. and Brooker, R. M.: Abstracts of 
Papers, 122nd Meeting Am. Chem. Soc. (September, 
1952) p. 231. (7) Nash, H. A., and Brooker, R. M.: 
J. Am. Chem. Soc. (in Press). : 
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PROTOVERATRINE 


... recently established as one of the most potent 
and the best tolerated of veratrum derivatives for 
symptomatic treatment of hypertension 


IS NOW AVAILABLE 


Clinical investigations" show that adequate doses of 
protoveratrine produce a significant decrease in systolic 
and diastolic blood pressures... frequently with alleviation 
of such symptoms as headache, insomnia, delirium, dizzi- 
ness and blurred vision. 

When dosage is carefully adjusted to patient tolerance, 
blood pressure can often be maintained near normal 
levels indefinitely. 


[Brand of Protoveratrines A and B... 
chemically standardized by an 
original Pitman-Moore assay.” 


The individual patient’s effective dose can be readily 
established with Veralba Tablets. Their chemically-stand- 
ardized protoveratrine content is more constant in potency 
than biologically-assayed preparations . . . permitting 
the accurate dosage essential for optimal results from pro- 
toveratrine therapy. 

Veralba is supplied as 0.2 mg. and 0.5 mg. grooved 
tablets, in bottles of 100. 

A “‘dose-establishment” package of 36 (0.2 mg.) tab- 
lets and abstracts of clinical investigations are available 
on request. 


*Trademark 


Pharmaceutical and biological chemists 


PITMAN-MOORE COMPANY InpDIANAPOLIS 6, INDIANA 


Division of Allied Laboratories, Inc. 
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for your 
peptic ulcer 
patients... 


Aartrern yi 


bromide 


OXYPHENONIUM BROMIDE CIBA 


New High Potency 
Anticholingeric with 


No Bitter Aftertaste 


“F As adjunctive therapy in your standard peptic ulcer regimen*, 
Antrenyl offers potent anticholinergic action to inhibit motil- 
ity of the gastrointestinal tract and gastric secretion. 


Although Antrenyl is one of the most potent of all anticholin- 
ergic agents, it rarely causes esophageal or gastric irritation 
and has no bitter aftertaste. In individualized doses, it is well 
tolerated and side effects are absent or generally mild. 


In one study’ patients receiving Antrenyl obtained relief from 
* Leading acute symptoms within 24 to 36 hours. Dosage was individu- 
gastroenterologists ally adjusted at 5 to 10 mg. four times a day. Side effects were 
recommend: adjudged less pronounced than those of other similar agents 
rest ordinarily used in the management of peptic ulcer. 
sedation 
antacids Prescribe Antrenyl in your next case of peptic ulcer and 
nonirritating diet spasm of the gastrointestinal tract. Available as tablets, 5 mg., 
anticholinergics scored, bottles of 100; and syrup, 5 mg. per teaspoonful (4 
cc.), bottles of | pint. 


Ciba Pharmaceutical Products, Inc., Summit, N. J. 


1. Rogers, M. P., and Gray, C. L.: Am. J. Digest. Dis. 19:180, 1952. 


2° 1896" 
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NED. 


Moderate diuretic action, sustained effectiveness, and minimal toxicity 


...a Clinically desirable compound that makes Calpurate a preferred diuretic 
in long-term therapy. Calpurate also stimulates cardiac output. 
Calpurate—the chemical compound, theobromine calcium gluconate— 


is remarkably free from gastro-intestinal and other side effects . . . does not 
contain the sodium ion. 


To ‘lighten the load’ in Congestive Heart Failure 


Calpurate is particularly indicated: when edema is mild and renal function 
adequate . . . during rest periods from digitalis and mercurials . . . 

where mercury is contraindicated or sensitivity is present . . . for moderate, 
long-lasting diuresis in chronic cases. 


Dosage —may be individualized as necessary 


Usual adult dose is 1 or 2 tablets t.i.d., following meals. Where there is 

a pathological accumulation of fluid, 2 tablets at two-hour intervals 

for three doses, with a pause until the following day, frequently produces 
a greater diuresis and avoids habituation. 


Usual adult dose of Calpurate with Phenobarbital is 1 or 2 tablets t.i.d., 
following meals. 


MALTBIE LABORATORIES, INC. » NEWARK 1, N. J. 


Supplied. 


Calpurate Tablets of 500 mg. (7% gr.) ® 
Calpurate Powder (J U T e 
Calpurate with Phenobarbital 


Tablets—16 mg. (% gr.) 


phenobarbital per tablet The moderate, non-toxic diuretic 
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Globin Insulin Co.” 


Burroughs Wellcome & Co. (U.S. A.) Inc., Tuckahoe 7, N. Y. 
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Upper Left Quadrant 
the Abdomen 


1 Diaphragm and 
coronary ligament 

2 Falciform ligament 

3 Hepatic veins 

4 Inferior vena cava and 
right vagus nerve 

5 Crus of diaphragm and 
abdominal aorta 

6 Celiac artery and 
celiac plexus 

7 Hepatic artery and 

ortal vein 

8 Gastroduodenal artery 

and vein 


9 Subpyloric lymph nodes 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 


10 Duodenum 

11 Superior pancreatico- 
duodenal artery 
and vein 

12 Right gastroepiploic 
artery and vein 

13 Superior mesenteric 
artery and vein 

14 Superior mesenteric 
lymph nodes 

15 Transverse colon and 
right colic artery 
and vein 

16 Spermatic artery 
and vein 


17 Left triangular 
ligament and left lobe 
of liver 

18 Esophagus and left 
vagus nerve 

19 Paracardial lymph 
nodes 

20 Esophageal branch of 
left gastric artery 
and vein 

21 Gastric rami of 
vagus nerve 

22 Splenic lymph nodes 

23 Left gastric artery 
and coronary vein 


24 Spleen and splenic 
artery and vein 

25 Superior pancreatic 
lymph nodes 

26 Pancreas and 
tenth rib 

27 Left gastroepiploic 
artery and vein 

28 Left kidney 

29 Inferior gastric 
lymph nodes 

30 

31 Descending colon 

32 Ileocolic artery 
and vein 
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(In peritonihs, 


in intestinal infections, 


C Literature available on reguest- 


LEDERLE LABORATORIES DIVISION 
AMERICAN Ganamid COMPANY 


30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 


mn surgery of the bowel ~ 4 
provides an unsurpassed ' 
range of antimicrobial achon_ | 
= 


AMES 
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in headache 


prompt...prolonged...prescribed pain relief 


APAMIDE eaters 


TRADEMARK 
(N-acetyl-p-aminophenol, Ames, 0.3 Gm.) 


analgesic-antipyretic 


acts within minutes — no analgesic lag 
pain relief for as long as 4 hours 

wide margin of therapeutic safety 
notably free from side effects 


pain relief plus sedation 


APROMA 


TRADEMARK 
and acetylcarbromal, Ames, 0.15 Gm. each) 


analgesic-sedative 


non-narcotic and non-barbiturate 
potentiated effect with minimal dosage 
mild sedation for daytime use 


Apamide and Apromal are prescription-protected. Dosage 
and duration of treatment are controlled by you. Par- 
ticularly valuable in those patients who cannot tolerate the 
salicylates. Average adult dose: 1 tablet every 4 hours, 
or as required. Bottles of 100. Samples and literature 
upon request. 
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| Oil dispersion (x133). Large irregular globules 2 The fine of Agoral. The 

fail to mix readily with fecal mass. Phenol- small, uniform globules and the phenolphtha- 
phthalein is not evenly distributed to stimulate lein mix readily with the bowel content, produc- 
peristalsis. Action may be sporadic and evacuation ing peristalsis by more uniform lubrication and 
incomplete. stimulation. 


Which Laxative is Better — 


COARSE DISPERSION OR FINE EMULSION? 


Coarse dispersions are unstable, and 
erratic in their effects. Any physician 
can recognize the superiority of the 
fine Agoral emulsion (at right, above) 
compared with an ordinary oil-in- 
water dispersion (left). 

Free-floating oil is distastetul and 
often regurgitated. Large oil globules 
tend to coalesce and form pools in the 
gut, which may seep past the sphinc- 
ter as anal leakage. 


Agreeable to Sensitive Stomach 
The fine emulsion of Agoral is palat- 
able and will not distress a sensitive 
stomach. It assures more uniform dos- 
age and distribution ot the active ingre- 
dients, more uniform clinical results. 
Its thorough admixture with the 


bowel content gives effective, uniform 
lubrication of the fecal mass as well 
as the canal. There is no loose oil to 
cause anal leakage. 

Mixed like Homogenized Milk 


Agoral is emulsified exclusively with 
refined white mineral oil, purified 
white phenolphthalein, agar-gel, trag- 
acanth, acacia, egg-albumen and glyc- 
erin, by a special process similar to 
that used for homogenizing milk. 

For over 30 years medical men have 
obtained results with Agoral with a 
uniformity and precision which are a 
constant source of satisfaction both 
to them and to their patients. 
WARNER -CHILCOTT LABORATORIES 

Division of Warner-Hudnut, Inc., 
New York 11, N. Y. 


AGORAL 


PLEASANT AND GENTLY EFFECTIVE WITHOUT DISTRESS OR LEAKAGE 
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Here is an electrocardiograph 
built to provide the on 
continuity of service — 

you have a right to: @) De 


While it is important that your ECG be 
Accepted by the AMA Council on Physical 
Medicine and Rehabilitation, it is of equal 
and perhaps greater consequence to you 
that it also be designed and constructed to 
maintain these performance standards in 
continuous service. 


The VISO-CARDIETTE is designed 
first of all to exceed the Council’s require- 
ments concerning the instrument’s record- 
ing characteristics. And then, the highest 
quality purchasing and production control 
assures the maintaining of that perform- 
ance in each instrument long after it has left 


the factory. 


For example, all purchased components 
selected for use in the Viso are of precision 
instrument quality, and all are chosen for 


their continuity of service rather than their 
initial cost. Also, every component in each 
assembly and every assembly in each 
instrument, as well as the complete instru- 
ment itself, are all thoroughly checked to 
rigid Sanborn specifications as they move 
along the production line. 


In addition, VISO-CARDIETTE con- 
struction is guided by electronic and 
mechanical experts who know from long 
experience that electrocardiography de- 
mands an instrument of only the highest 
quality performance. 


Yes, you can expect Continuity of 
Service with a VISO-CARDIETTE. 
A new booklet, “Check Lists for Buyers of ECG’s” 


offers guidance in evaluating the various instruments 
available. A copy will be sent simply on your request. 


Makers of fine ECGs since 1924 Sanborn Comp any aa 


CAMBRIDGE 39, MASSACHUSETTS 


; 
~ 
= 


Wherever it itches 


Retafen 


brings relief. 


Antipruritic, 


antibacterial, antifungal— 


RETAFEN acts promptly to provide 


effective relief from the nagging torment 


of itching, soothes and protects inflamed 


and irritated tissue, and guards against 


infection of open lesions. 


RETAFEN Ointment combines 


hexachlorophene, phenol, resorcinol, 


oil of tar rectified and zinc oxide in a 


polyethylene glycol base— 


greaseless and non-staining. 


Supplied in 1 ounce tubes 


and 33/ ounce jars. 


Ni VANPELT & BROWN, INC. * Pharmaceutical Chemists * RICHMOND, VIRGINIA 
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in x-ray, surgical, 
orthopedic, and 
prosthetic procedures... 


at rest; this isthe kidney- 
sh so u general 
immobilizing. 
whenever and wherever 
you want to temporarily immobilize a body part. 


With FlexiCast the patient feels no discomfort . . . he 


EXHAUSTED, it’s is cradled rather than restrained. 

malleable as putty; you can “sculpt” it 

AK : *: Yet he cannot move the part until you release the 


vacuum that keeps the cast rigid. 


Bother no more with sandbags c¥ C 


“FREEZES” HARD INSTANTLY Let FlexiCast take over. 


valve 


pedal; then stays firm in the shape 
you've molded as long as you wish. 


COLLAPSES INSTANTLY when you 
release the vacuum; FlexiCast can be 
used over and over again. 
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GERIATRICS... 


“Subclinical Hypothyroidism” 


may be the answer 


One of the subtle changes of advancing age, which may result in my- 


ocardial damage, anemia and intellectual retrogression, is mild hypo- 


thyroidism which “‘is far more prevalent than is generally realized.” 


In the group studied, Kimble and Stieglitz found chronic fatigue the 


most prominent symptom, with diminished cold tolerance, tendency to 


gain weight, generalized muscular aches, poor memory, palpitation 


and constipation frequent complaints. 


Thyrobex contains Thyroid Duo-sayed—check-tested by two assays™* 


and B vitamins—as increase of the metabolic rate demands increased 


vitamin B complex intake. In addition Thyrobex supplies the antithyro- 


toxic factor of liver which has been shown to offset side reactions to 


thyroid. 


**Thyrobex contains Thyroid Duo-sayed ® —assayed for total iodine content and thyroxin content, for more reliable results.2 
1. Kimble, S. T., and Stieglitz, E. J.: Hypothyroidism: A Geriatric Problem, Geriatrics 7:20-31 (Jan.-Feb.) 1952. 
2. RoFortson, J. D., and Kirkpatrick, H. F. W.: Brit. M. J. 1:624 (Mar. 22) 1952. 
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Each capsule-shaped, yellow tablet contains: 
Thyroid Duo-sayed® 30 mg. (% gr.) 
250 mg. 
Thiamine Hydrochloride 

Riboflavin 

Niacinamide 

Vitamin 


Bottles of 100 and 1000. Samples on request. 


LABORATORIES, INC. 


Philadelphia 32, Pa. 
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... Vitamin B,» does exert a 


‘growth-promoting effect’ when 


given asa dietary supplement. .. this 


evidence is exceptionally strong.’ 


In addition to exhibiting accelerated growth, “. . . some of the 
pupils were improving in behavior, attitude, and scholastic 


R | e 1 work—"” as a result of vitamin Biz supplementation. 


CRYSTALLINE VITAMIN B,2 Tablets Elixir Injectable 


In an exceptionally well controlled study of school children 


with growth failure, 80% of those treated with 


vitamin Bj) as a dietary supplement showed 


marked growth responses. 


& Dohme 


Philadelphia 1, Pa. 


Sharp 


SHARP 
SDOHME 


4-1/1 43 | 

| 6-9 | 57 | 
[stl ga 70 


| 02 | $5 | |9 


REDISOL, crystalline vitamin Bi, is available in 


| | 3 50 3 dosage forms: RepisoL Tablets, 25 mcg. in 
OU vials of 36, bottles of 100; 50 mcg., vials of 36. 
MEM |G ry Repiso Elixir, 5 mcg. per 5 cc. teaspoonful, 
té in pint SPASAVER® and gallon bottles. REDISOL 
40 Injectable, 30 meg. per cc.; 100 mcg. per ce., 
; 
26 | $9 “5 HEIGHT °° 
ee 1. Wetzel, N.C., H , H.H., hi 
Growth pattern of child plotted on the Wetzel Grid shows unmistakable MLE. and 
progress during the 4-month period of vitamin Bi» supplementation. trition, 1:17, Sept.-Oct., 1952. 
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°., INC. 
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INDEPENDENT SURVEYS CONSISTENTLY SHOW DONNATAL TO BE THE MOST FREQUENTLY 
; PRESCRIBED OF ALL ANTISPASMODICS. THERE MUST BE A REASON! EACH DONNATAL 
eT TABLET, CAPSULE, OR 5 CC. OF ELIXIR CONTAINS: HYOSCYAMINE SULFATE 0.1037 MG.. 

gts 3 ATROPINE SULFATE 0.0194 MG., HYOSCINE HYDROBROMIDE 0.0065 MG., PHENOBARBI- 
TAL (% GR.) 16.2 MG. DONNATAL PLUS—SAME FORMULA, PLUS ESSENTIAL B-VITAMINS. 
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(2Y gr.) 


PHENACETIN 
194 mg. 
(3 gr.) 


ENOBARBITAL \ 
16.2 mg. 
(\% gr.) 


CODEINE 
PHOSPHATE 
16.2 or 32.4 mg. 

or gr.) 


HYOSCYAMINE 
SULFATE 
0.031 mg. 
(1/2000 gr.) 


igh the pharmacodynamic = 
synergism of selected analgesics, 
and a cholinergic depressant _ 


-—providing full codeine analgesia, 


Phenaphen’* 
with Codeine 


with CODEINE 
TE “4 Gr 


-(PHENAPHEN No. 2) 
PHENAPHEN with CODEINE 


(eu) for your 


younger 


patients 


CRYSTALLINE 


‘Lerramycin 


BRAND OF OXYTETRACYCLINE AMPHOTERIC 


PEDIATRIC 
DROPS 


1.0 GRAM 


SUPPLIED: 
10 cc. bottles containing 1.0 Gm. crys- 
talline Terramycin amphoteric in rasp- 


berry-flavored, nonalcoholic vehicle 


with specially calibrated dropper. 
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FOR WELL-TOLERATED, 
PROMPTLY EFFECTIVE 
BROAD-SPECTRUM THERAPY 


new economy in drop dosage treatment 


Each bottle of Terramycin Pediatric Drops sup- 
plies 1.0 gram of Terramycin, often a sufficient 
total dose for therapy of many common illnesses, 


delicious raspberry flavor 

The same good taste which makes Terramycin 
Oral Suspension a favorite for older children and 
adults on broad-spectrum therapy. 

new fleribility in infant dosage schedules 
Nonalcoholic Terramycin Pediatric Drops supplies 
100 mg. of pure crystalline Terramycin amphoteric 


in each cc. to meet most infant dosage require- 
ments; may be diluted as required. 


world’s largest producer of antibiotics 


Antibiotic Division, CHAS. PFIZER & CO., INC., Brooklyn 6, N. Y. 
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history 


CHLORIDE 


OF 


CORN STARC! 
and 


CONTAINS CONTAINS 
BORIC 
ACID 


NO BORIC ACIOS 


a 


CHLORIDE 


METHYL BENZETHONIUM CHLORIDE 


BACTERICIDAL WATER-MISCIBLE SAFE??? 


The ever-present possibility of boric acid poisoning by 
transcutaneous absorption, when the skin is broken, indi- 
cates the physician’s and nurse’s need of making sure to 
recommend to every mother a “diaper rash” dusting 
pater and ointment containing no boric acid. 

1. Fisher, R. S. "Notes from The Office of the Chief Medical Examiner,” Baltimore, Md., April, 1951. 


The corn starch base of Diaparene Chloride Dusting Powder 
makes it especially effective in the prevention and treatment 
of miliaria rubra. 


JUST OUT! DIAPARENE CHLORIDE BABY LOTION 
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diarrhea... 


in an aromatized and carminative 
vehicle 


Available in bottles of 10 oz. and 
1 gallon 


The Upjohn C 


: 
ompany, Kalamazoo, Michigan 
= 
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PRESCRIBE 


a really effective treatment 


for Seborrheic Dermatitis of the scalp 


... keeps scalp free of scales for one to four weeks 


In clinical trials with 400 patients'*? SELsuN Sulfide Suspension pro- 
vided complete control in 81 to 87 percent of all cases of seborrheic der- 
matitis . . . and in 92 to 95 percent of cases of mild seborrhea (common 
dandruff). SELsuN frequently proved successful after other recognized 
treatments had failed to produce satisfactory results. These studies 
showed that SELsUN stops itching and burning symptoms after only 
two or three applications . . . and that scaling is controlled for one to 
four weeks. 

Patients find SELSUN simple and pleasant to use . . . it is applied while 
washing the hair, then rinsed out. As a result, the scalp is left clean and 
odorless, and there is no oily residue to come off on clothing or linens. 
Toxicity studies’? show there are no harmful effects when used ex- 
ternally as recommended. 

Designed strictly for the medical profession, SELSUN is available only 
on a physician’s prescription. It is supplied by pharmacies 
everywhere in 4-fuidounce bottles with tear-off labels. 
References: 

1. Slinger, W. N., and Hubbard, D. M. (1951), Arch. Dermat. & Syph., 64:41, July. 


2. Slepyan, A. H. (1952), Ibid., 65:228, February. 
3. Ruch, D. M. (1951), Communication to Abbott Laboratories. 


SULFIDE 


(SELENIUM SULFIDE, ABBOTT) 
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Before treatment with Selsun 


After two weeks of treatment 


After six weeks of treatment 
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anew and 
distinetly different 
hypotensive agent 


Outstanding for: 


= its ability to control 
associated symptoms 


w its freedom from 
side actions 


AN @RIGINAL RIKER RE 


Kauwolfia sepentina 


= 

4 7 
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in mild and moderate hypertension... 


What it is: 
Rauwiloid represents an alkaloidal extract of the root of Rauwolfia serpen- 
tina, found chiefly in India. The hypotensive action of this drug has long 
been known, but a purified, standardized dosage form heretofore has not 
been available. In the form of Rauwiloid, all the advantageous features of 
the drug are provided in a reproductible alkaloidal mixture for the treatment 
of hypertension. Each batch of Rauwiloid is biologically tested in dogs for its 
effectiveness in producing drop in blood pressure, bradycardia, and sedation. 


What it does: 


The hypotensive action of Rauwolfia serpentina is of moderate intensity.! 
It is not apparent for several days after therapy is initiated and does not 
attain its maximum extent for weeks or even months.*? When therapy is 
stopped, the hypotensive effect persists for some time.* Coincidentally with 
the hypotensive action, Rauwiloid produces a mild bradycardia, especially 
appreciated in the presence of the tachycardia which so frequently disturbs 
the hypertensive patient. A significant feature of Rauwiloid is the distinct 
sense of well-being and emotional calm it induces, as well as the prompt 
relief of symptoms experienced by the patient. In a series of 326 patients, 
drowsiness was noted in only seven. 

The entire daily dose of Rauwiloid may be taken at one time, for 
instance upon retiring. Rauwiloid produces no undesirable side actions, 
even when given in excessive amounts. Dosage therefore is not critical, 
hence dosage calculation is not necessary. Rauwiloid is not a ganglionic 
or adrenergic blocking agent, and does not interfere with postural reflexes. 

Available evidence shows that when a second hypotensive agent is 
given in conjunction with Rauwolfia serpentina, its effect is exerted in addi- 
tion to that of Rauwolfia serpentina.' In severe hypertension, the concurrent 
administration of Rauwiloid and Veriloid leads to a response which may 
well be greater than the sum of the effects of the two drugs, suggesting 
true potentiation. 


The desirable hypotensive action of Rauwiloid is char- 
acterized by these advantageous features. It produces 


1 Pronounced subjective improvement 


2 Emotional calm especially appreciated by appre- 
hensive patients 


3. Mild bradycardia, not tachycardia 
No undesirable side actions 


No toxic effects; there are no known contraindications 
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Indications: 


Rauwiloid is the medication of choice in mild and moderate hypertension; 
in severe and malignant hypertension its synergistic properties are valuably 
employed in conjunction with other medication. There are no known con- 


traindications. 


Administration and Dosage: 


The initial dose of Rauwiloid is 4 mg. daily, given as a single dose at night, 
and continued until the desired effect has been attained. Maintenance 
dosage at 2 mg. daily can be instituted when symptomatic and objective 
improvement indicates, usually after one or two months. 


How Supplied: 


Rauwiloid is available in 2 mg. tablets in bottles of 60, a month’s supply 


of medication. 


Rauwiloid+Veriloid provides the 
greater hypotensive response re- 
quired for controlling the symptoms 
and objective signs of severe or re- 
sistant hypertension. In this com- 
bination, consisting of 1 mg. of 
Rauwiloid and 3 mg. of Veriloid, the 
effect of the Veriloid is superimposed 
upon that of the Rauwiloid. In most 
patients, the response appears to be 
greater than simple summation of 
the two effects, pointing to syner- 
gistic potentiation. Furthermore, the 
calming influence of Rauwiloid 
makes it possible for more patients 
to tolerate Veriloid, with less like- 


8480 BEVERLY BLVD., 


in severe or resistant hypertension... 


Rauwiloid + Veriloid® 


RIKER LABORATORIES, INC. 


LOS ANGELES 48, CALIF. 


lihood of side actions, greatly ex- 
panding the applicability of the 
combination. 


The average dose of Rauwiloid+ 
Veriloid is one tablet three times 
daily, at intervals of not less than 
four hours, ideally after meals. This 
quantity may be increased to four 
tablets daily, especially after the 
response to Rauwiloid is fully ap- 
parent, which may require from 30 
to 60 days. 

Rauwiloid + Veriloid is supplied in 
bottles of 100 tablets, an average 
month’s supply. 


Continuous, round-the-clock effect from once-a-day 
dosage 

Hypotensive action synergistic with more potent 
hypotensive agents 

No economic herdship for the patient; notably low 
in price for active or maintenance therapy, making 
it particularly advantageous in mild hypertension. 
The physician will appreciate the opportunity electively 
to lower the blood pressure without side actions with the 
aim of arresting the hypertensive process. 


References: 


1. Wilkins, R.W., and Judson, W.E.: 
The Use of Rauwolfia Serpentina in Hy- 
rtensive Patients, New England J. 
Med. 248:48 (Jan. 8) 1953. 
2. Wilkins, R.W.; Judson, W.E., and 
Stanton, J.R.: Preliminary Observations 
on Rauwolfia Serpentina in Hypertensive 
Patients, Proc. New England iovas. 
Soc., 1951-1952, p. 34. 
3. Vakil, R.J.: A Clinical Trial of Rau- 
wolfia Serpentina in Essential Hyper- 
tension, Brit. Heart J. 77:350 (Oct.) 1949. 
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CUTANEOUS ULCERS: FURACIN 


BRAND OF NITROFURAZONE N.N.R. 


prevent bacterial interference with healing: 


FURACIN SOLUBLE DRESSING 


In a woman aged 47 years, chronic varicose ulcers Some advantages of Furacin: 
had proven refractory to rest, elevation of the leg, * wide antibacterial spectrum 
compresses and diverse topical applications. There 
was profuse discharge with M. pyogenes aureus, 
Str. pyogenes, Ps. aeruginosa (Fig. 1). 
_ Following application of Furacin Soluble Dress- contain 
ing, there was rapid diminution in drainage and ta 
the ulcerssoon showed a clean granulating surface. cles which dissolve in exudates. 

Skin grafting was then performed and Furacin 
Soluble Dressing used postoperatively. 

Two months later the patient was discharged Literature on request 
(Fig. 2). Healing was complete two weeks later. 


* designed for external use only 
* negligible toxicity for human tissues 


FURACIN’ 


FURACIN SOLUBLE DRESSING © FURACIN SOLUTION © FURACIN ANHYDROUS EAR SOLUTION 


GP e« Volume Vil, Number 6 


Arombt co 
CO} 
j 
lo 
ae 
Ro 
— 
| 


E this is the great error of our day in the treatment of the human body, 
that the physician separates the soul from the body. 


today BELLERGAI? 


SANDOZ 
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FUNCTIONAL DISTURBANCES ..PAGE 


PSYCHOSOMATIC MEDICINE... 


“. _.a clinical field involving the study of abnormal functions set going by emotional stimu- 
lation of any system in the body and the study of lesions caused by abnormal functions.”" 


“FIGHT OR FLIGHT” CEPHALGIA (C.¥.) 
EMERGENCY a | HYPERTENSION (RAGE-C.V.) 
REPRESSION a” | DIABETES (CH20 METABOLISM) 
SYMPATHETIC > < 
HOSTILITY THYROTOXICOSIS (ENDOCRINE) 
/ AGGRESSION = | RHEUMATOID 
CATABOLIC ARTHRITIS (MUSCULAR) 
AUTONOMIC 
COMPENSATION 
NERVOUS (HOMEOSTASIS) COUNTER- COMPENSATION 
(ATTEMPTS AT MAINTAINING HOMEOSTASIS) 
SYSTEM 
WITHDRAWAL FROM DYSFUNCTION OF G.I. TRACT 
OUTWARDLY DIRECTED DIARRHEA 
n 
PARASYMPATHETIC > <¢ ULCERATIVE 
REGRESSION | GASTRIC ULCER 
DEPENDENCY VEGETATIVE asrHmMa 
RETREAT” 
ANABOLIC FATIGUE STATES 


The above chart? summarizes the psychophysiologic responses of the autonomic nervous 
system whose normal function is to maintain homeostasis in the body. 


1. Cobb, S.: Borderlands of Psychiatry, (Monographs in Medicine and Public Health) Cambridge, Mass., Harvard 
University Press, 1946, p. 157. 2. Bradley, J. D.: North Carolina M. J. 12:534 (Nov.) 1951. 


The production of PsYCHOSOMATIC DISEASE 


EXTERNAL STIMULI INTERNAL STIMULI From this chart’ it may be seen that external or in- 
CORTEX ternal stimuli or both might react via the cortex or 

ans vane lower centers upon the hypothalamus. This in turn 
ae stimulates the autonomic and pituitary adrenal sys- 


AUTONOMIC SYSTEM <——> —— 
NEURO-ENDOCRINE DYSFUNCTION 


PSYCHOSOMATIC DISEASE 
(DISEASES OF ADAPTATION) 


tem. Through this complex interreaction, followed 
by certain neuro-endocrine dysfunctions, psychoso- 
matic illness, or as Selye terms it “diseases of adap- 
tation,” are produced. 
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FUNCTIONAL DISTURBANCES 


The place of Bellergal... 


IN PSYCHOSOMATIC MEDICINE 


It has been found that the use of BELLERGAL 
in conjunction with practical psychotherapy 
will offer complete relief in psychosomatic illness. 


BELLERGAL is a product which contains a parasympathetic inhibitor, Bellafoline 0.1 mg. 
(1/600 gr.) ; a sympathetic inhibitor, ergotamine tartrate 0.3 mg. (1/210 gr.) ; and Pheno- 
barbital, a central sedative 20.0 mg. (14 gr.) —so combined, that its action will inhibit 
the transmission of noxious environmental stimuli. 


“Rothlin first drew clear-cut conclusions from the newly recognized fact that disturbances 
in the vegetative nervous system almost invariably involve parasympathetic, as well as 
sympathetic, overstimulation. By means of animal, experimentation he established the fact 
that the simultaneous administration of the vagus inhibitor Bellafoline (levorotatory alka- 
loids of belladonna leaves) and the sympathetic inhibitor Gynergen (ergotamine tartrate) 
does not diminish the specific effects of these two substances. Furthermore, he confirmed 
the pharmacological findings of Friedberg and Gordonoff, that the combination of the 
brainstem sedative phenobarbital with the two aforementioned drugs produces a prepara- 
tion with distinctly enhanced central and peripheral effects.”” 


3. Wiltsie, J. W.: Chronic Intestinal Toxemia and Its Treatment, Baltimore, William Wood & Co., 1938, p. 242. 
4. Cerulli, F.: Am. J. Psychiat. 108:779 (April) 1952. 
5. Kavinoky, N. R.: J. Am. M. Women’s A. 7:294 (Aug.) 1952. 


Clinical findings with Bellergal... 


In Vegetative Dystonia... 


In a study of 32 veterans of World War II, who were under treatment for emotional 
conflicts arising as a result of military service, Cerulli* found that “... Bellergal has 
proved to be an excellent adjunct in psychotherapy.” Functional disturbances “...can be 
greatly alleviated by the judicious use of this therapeutic agent. By reducing the acute 


symptoms, the patient is not as aware of his bodily functions and is in a better frame of 
mind to respond to psychotherapy.” 


In The Climacteric... 


Following a study of 125 women treated forclimacteric symptoms, Kavinoky* concluded 
that, 


“1. The vegetative nervous system plays an important role in 
the menopause syndrome. 


2. Bellergal® is a safe and reliable sedative of the autonomic 
nervous system. 


3. Bellergal® proved to be a useful adjunct in the treatment 
of 125 patients with various menopause disturbances.” 
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CLINICAL FINDINGS WITH BELLERGAL 


IN ADJUNCTIVE THERAPY OF MIGRAINE... 


Von Witzleben’® states, “The following is a summary of results obtained in 
my series of twenty-eight migraine (hemicrania) patients who received both 
psychotherapy and drug therapy [Bellergal].” 


Patients free of attacks for aeue than two years . 15 
Patients free of attacks for more than one year. . 7 
. Patients free of attacks for more than six months 4 


Patients not improved. .......-.- 


“*... Bellergal will not replace or even act as a substitute for psychotherapy 
but if it is used judiciously in conjunction with suggestions and advice from 
clinicians, it will aid patients when regular contact with the psychiatrist is not 
possible. It has been observed to increase the length of time between attacks 
and it may even decrease the intensity of pain when hemicrania does occur.” 


6. Von Witzleben, H. D.: J. Missouri M. A. 49:486 (June) 1952. 


4TH WEEK TIME on 
z 
Before 
Lunch H 
S Before 
Dinner 
> = Before 
< = Bedtime _ 
z. 


1, Adjust BELLERGAL® dosage as necessary to cope with severity of the con- 
dition (averages given above). 


2. Give medication one hour before meals and bedtime if possible. 
3. Every fourth week should be medication-free to assess results of therapy. 
4, Repeat course of treatment if symptoms recur. 


Average dosage for adults: 3 or 4 tablets daily, usually 1 in the morning, 
1 at noon, and 2 at bedtime. 


SANDOZ Pharmaceuticals 


Division of Sandoz Chemical Works, Inc. 
New York 14, New York 
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low-calorie 


DIETETIC FOODS 


to ease the psychic problem 
of weight-reducing diets 


Tasti-DiET brand dietetic foods are designed to take 
much of the hardship out of “‘dieting.”’ They provide 
the very foods obese and diabetic persons usually crave 
most—rich-tasting desserts, puddings, jellies, luscious 
fruits packed in sweet, syrup-like liquid, tangy, tasty 
dressings for salads. Through their use the obese patient 
can “eat his cake and have it too.” 


These foods, remarkably low in calories, are proc- 
essed without sugar, using saccharin or sucary] instead. 
Nonnutritive texturizing agents give them the ‘“‘feel’’ 
and taste of foods prepared in the usual manner. 


By making the prescribed diet so much more palat- 
able, Tasti-Diet brand dietetic foods ease the task of 
dieting. They cost but little more than ordinary foods. 
Your patients will appreciate being told about them. 


Physicians are invited to send for 
literature and a representative sample 
of each category of the foods mentioned. 


FLOTILL PRODUCTS, INCORPORATED 


TASTI-DIET DIETETIC FOODS DIVISION 
Stockton, California 


Tasti-Diet Dietetic Foods are special purpose foods 
processed to meet specific dietetic needs. Tasti-Diet 
canned fruits, jellies, and desserts (no sugar added) 
are sweetened with nonnutritive artificial sweet- 
eners; Tasti-Diet c d vegetables are processed 
without the addition of salt or sugar; Tasti-Diet dress- 
ings, containing no sugar or mineral oil, are pre- 
pared especially for low-calorie, low-sugar, and 
diabetic diets. 


JELLIES 
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In Dermatophytosis 
many physicians prefer Sopronol 


Sopronol is quickly effective 


Sopronol is mild— 
does not cause “‘overtreatment dermatitis” 


SOPRONOL' 


8 Propionate-caprylate compounds Wyeth 


Philadelphia 2, Pa. 


Ointment Powder 
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Gantrisin is especially soluble at the 


pH of the kidneys, That is why it is 


so well tolerated...does not require 
alkalies...does not cause renal blocking, 
There are over one hundred references to 


Gantrisin in recent clinical literature. 


: 
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eeefor severe infections...whenever oral 


therapy is not feasible...Gantrisin 


Diethanolamine Solution (40%, pH 7.4) 


may be given intramuscularly or intra- * 
venously without dilution. Also tablets 


and syrup. 
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You wouldn’t 
prescribe 


15 apples 
a day! 


Yet, it would take 
about that many 
apples to equal the 100 mg. 
ascorbic acid content 
of a single capsule of 
“Beminal" Forte with Vitamin C. 
This preparation also contains 
therapeutic amounts of important 
B complex factors, and is 
particularly recommended for 
use pre- and postoperatively 
and whenever high 
B and C levels are required. 


AYERST, McKENNA & HARRISON LIMITED + New York, N. Y. « Montreal, Canada 
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thyrar is the entirely new, bovine thyroid 
preparation with “isothermic processing” 
as the key to superior product uniform- 
ity. Positive isothermic control at every 
step in manufacture and exclusive use 
of bovine thyroid glands “quick-frozen” 
at the time of removal from the animal 
provide a new, whole-gland prepara- 
tion of highest purity with distinct clinical 


advantages. 


ADVANTAGES OF “thyrar 


Greater uniformity 
Complete efficacy of the whole gland 
Elimination of unwanted organic matter 


Chemically assayed and biologically 
tested 


Standardized equivalent to Thyroid U.S.P. 
Tasteless 
New, small-size offers greater patient 


convenience 


HOW SUPPLIED: Tablets of 2, 1 and 2 grains 
in bottles of 100 and 1000. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY e CHICAGO 11, ILLINOIS 
—world - 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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LETTER S—Continued from page 145 


From New Zealand 


Dear Sir: 

Please accept my apologies for the long delay in replying 
to your courteous and helpful letter. You have indeed shown 
a genuine willingness to assist and for your interest and 
trouble I am most grateful. 

The literature which you forwarded is most helpful and 
gives a clear picture of the workings of the Academy, its 
objectives and its program for attaining these aims. 

I am most impressed by the speed with which the Academy 
has grown to its present size. Naturally, our counterpart will 
not have a membership of more than a few hundred, but in 
recent months there has been a gratifying determination 
among the general practitioners to improve their status and 
to enhance the standards of general practice. 

I am awaiting the Steering Committee’s report from Eng- 
land before taking any positive steps. You will understand 
why this is necessary when I explain that there exists a New 
Zealand branch of the British Medical Association, so that 
our course will inevitably depend, to a large extent, on the 
lines followed in the Old Country. Nevertheless, I intend 
to accept your offer and seek your advice for as usual we 
can learn much from your country. 

D. Lioyp Ricuwuire, M.D. 


Auckland, New Zealand 


The founders of the American Academy of General Practice 
may well take pride in the far-reaching brilliance of the flame 
they fired in 1947. Within five years their example was copied 
in England. The Royal College of General Practitioners was 
formally organized on January 10. Information and assistance 
from Kansas City headquarters are being requested by general 
practitioners in Australia, New Zealand, Canada, and Mexico 
who hope to form similar organizations in their lands.— 
PUBLISHER 


Morphine Also Dangerous 


Dear Sir: 

In the January, 1953 GP, the question is asked: “Is 
Aminophylline Dangerous ?”—the answer being yes as your 
consultant says. 

I believe an important point is not noted and that is the 
giving of aminophylline after morphine. If memory serves me 
right an article on the deaths of seven asthmatic patients, 
following the use of aminophylline intravenously, was pub- 
lished in the J.A.M.A. about 1945. 

In each case the aminophylline had been preceded by 
morphine. This teaching hospital subsequently began giving 
aminophylline intravenously in 1,000 cc. of 5 per cent dex- 
trose and has had no further fatalities. 

I would like to suggest the giving of intravenous Nembutal 


in a case of this sort instead of repeating large doses of 
narcotics. 


Samurt E. Paut, M.D. 
Troy, New York 


It is generally agreed that morphine is contraindicated in 
bronchial asthma. However, aminophylline is one of our most 
useful drugs in that disease —Ep. 
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THIS 
ALL-PURPOSE 
DIATHERMY IS 
| ECONOMICAL 


e Adaptable to ALL technics — 
contour applicator (illustrated), 
induction cable, air-spaced elec- 
trodes and cuff technic. A smooth 
current is provided for minor 
electrosurgery. 


Power for Deep Heating — 
frequency is controlled by a 
unique method which permits 
the full power tube output for 
heating of both large and small 
areas by short wave diathermy. 


Accepted by A.M.A. Council on 
Physical Medicine and Rehabili- 
tation; approved by F.C.C. and 
the Underwriters Laboratories. 
Economical —as illustrated, with 


contour applicator, $667.00 f.o.b. 
factory. 


} ~ 
MF-49 
UNIVERSAL 
pIATHERM 
= 
: THE BURDICK | 
corporation 
181 


leep 
Ba 66 arn resc 


sombulex’ is an unusual barbiturate 


because it works within 15 to 30 minutes and leaves the bloodstream 
within 3 to 4 hours, thus avoiding the danger of hangover for 
patients who do not need heavy barbiturate action. 


When the stresses and strains begin to tell 


...when the mind won’t let the body rest, and patients 
complain for the first time...“Doctor, I can’t get to sleep”... 
SOMBULEX is the prescription of choice for these 

first-time barbiturate patients. For them, | or 2 tablets 

taken with water or a warm beverage usually suffice 

to induce a night’s refreshing sleep without hangover. 
Patients will not readily identify SOMBULEX as a barbiturate. 


The unusual uses of sombulex 


Because of its rapid yet nonpersistent action, 1 SOMBULEX 

Tablet will help restore interrupted sleep without subsequent 
hangover, or permit a relaxing cat nap before a busy evening. 

One SOMBULEX Tablet also will help the new night-shift worker 
adjust to a daytime sleeping schedule. NOTE: The action of 
SOMBULEX may be too short lived for the patient already dependent 
upon long-acting barbiturates. SOMBULEX is supplied 

in bottles of 100 tablets, each containing 0.25 Gm. (4 gr.) 
N-methyl cyclohexenyl methyl barbituric acid, Schenley. 


SCHENLEY LABORATORIES, INC. 


© Schenley Laboratories, Inc. *Trademark of Schenley Laboratories, Inc. 
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A ORANGE JUICE 
FOR BABIES... 


anteed. whether cup, bottle, or spoon fed 
Vitamin to value +> Oranges are specially selected for high ascorbic acid content. 


Carefully pasteurized to retain a minimum of 40 mg/100 cc. 


Easy Tr dagest +> Special processing results in negligible amounts of peel oil . . . 


never more than .010%., 


Made from tree-ripened unblem- 

tr babies. at with dextrose a when neces 


sary to adjust sugar-acid ratio for 
year-round uniformity. Attractive 


gna mothars- i Ready to serve. Extra finely strained and homogenized to go 


easily through regular nursing-bottle nipples. 


Gerber’s FOODS 


4 CEREALS * 50 STRAINED & JUNIOR FOODS, INCLUDING MEATS 
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increases the usefulness of oral aminophylline 


In the form of AMINoDROX, three out of four pa- 
tients can be given therapeutically effective ora/ doses 
of aminophylline. 

This is possible with AMiINoDROX because gastric 
disturbance is avoided. 

Now congestive heart failure, bronchial and car- 
diac asthma, status asthmaticus and paroxysmal 
dyspnea can be treated successfully with ora/ amino- 
phylline in the form of AMINODROX,. 

Aminodrox Tablets contain 1 1/2 gr. aminophylline with 2 gr. 
activated aluminum hydroxide. 

Aminodrox-Forte Tablets contain 3 gr. aminophylline with 4 
gr. activated aluminum hydroxide. 

Also available with 1/4 gr. phenobarbital. 
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for longer, 
more lasting 
relief of itch... 


@ Isa totally new synthetic agent unrelated to the 
antihistamines or -caine compounds. 


@ Relieves itch more rapidly in more patients for a longer period of time 
(up to 12 hours from one application). 


@ Retains its effectiveness on continued use. 
@ Is nontoxic and nonsensitizing. 


@ Is nongreasy, nonstaining and nonodorous. 


Evrax® Cream (brand of crotamiton cream) 
contains 10% N-ethyl-o-crotonotoluide 

in a vanishing cream base. Tubes of 20 Gm. 
and 60 Gm., and jars of 1 Ib. 


Eurax in scabies: Only one or two applications 
produce cure rates ranging up to 100 per cent. 


(1) Couperus, M.: J. Invest. Dermat. 13:35, 1949. (2) Peck, S. M., and Michel- 
felder, T. J.: New York State J. Med. 50:1934, 1950. (3) Pierce, H. E., Jr.: J. Nat. 
M. A, 43:107, 1951. (4) Hand, E. A.: J. Michigan M. Soc. 49 :1286, 1950. (5) Soifer, 
A.: Quart. Rev. Int. Med. & Dermat. 8:1, 1951. (6) Tronstein, A. J.: Ohio State 
M. J. 45:889, 1949. (7) Johnson, S. M., and Bringe, J. W.: Arch. Dermat, & Syph. 
63 :768, 1951. (8) Hitch, J. M.: North Carolina M. J. 12:548, 1951. 


GEIGY PHARMACEUTICALS 

ST, Division of Geigy Company, Inc. 
220 Church Street, New York 13, New York 

In Canada: Geigy (Canada) Limited, Montreal 
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44 of Nembutal’s 
Clinical Uses 


SEDATIVE 


Cardiovascular 

Hypertension 

Coronary disease 

Angina 

Decompensation 

Peripheral vasculor 
disease 

Endocrine Disturbances 

Hyperthyroidism 

Menopouse 

Nausea and Vomiting 

Functional or organic disease 
lacute gastrointestinal and 
emotional) 

X-ray sickness 

Pregnancy 

Motion sickness 

Gastrointestinal Disorders 

Cardiospasm 

Pylorospasm 

Spasm of biliary tract 

Spasm of colon 

Peptic uicer 

Colitis 

Biliary dyskinesia 

Allergic Disorders 

Irritability 

To combat stimulation of 
ephedrine alone, etc. 

Irritability Associated 


With Infections 


HYPNOTIC 
Induction of Sleep 


OBSTETRICAL 

Hausea and Vomiting 
Edampsia - Amnesia 
SURGICAL 
Preoperative Sedation 
Basal Anesthesia 
Postoperative Sedation 


PEDIATRIC Sedation for: 

Special examinations 

Blood transfusions 

Administration of 
parenteral fluids 

Minor surgery 

Electroencephalography 


Preoperative Sedation 
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ALBERT PUCCI 


There'd be standing room only... 


with all the patients who represent the 44 uses for short-acting 


NEMBUTAL 


From report to report on short-acting 
NeMBuTAL, these are the facts that you'll 


find the same: 


Short-acting Nemsutat (Pentobarbital, 

Abbott) can produce any desired degree 
of cerebral depression—from mild sedation 
to deep hypnosis. 


The dosage required is small—only about 
half that of many other barbiturates. 


Ch 


For brief and profound hypnosis 


try the 0.1-Gm. (114-gr.) NemsutaL 
Sodium capsule. 


Hence, there’s less drug to be inactivated, 

shorter duration of effect, wide margin 
of safety and little tendency toward morn- 
ing-after hangover. 


4 In equal oral doses, no other barbiturate 
combines quicker, briefer, more pro- 
found effect. 


How many of short-acting 
NeEMBuTAL’s 44 uses have you tried? Abbott 


CT) 


For insomnia or sedative effect 


try the 50-mg. (34-gr.) NemsBuTau 
Sodium capsule. 


Restlessness and 
Irritability With Pain 
ar Central Nervous System 
: Paralysis agitans 
Chorea 
Hysteria 
Delirium tremens 
Mania 
Traumatic 
Tetonus 
. Strychnine 
Eclampsia 
Status epilepticus 
| = 
1-18-83 


TAKING THE THRO 34H THE MENOPAUSE FREDE 


A Marked Advance in oral estrogen therapy 


Mb Uftee Mb Taste aster 


In GIVING you SULESTREX—a pure crystalline salt of the conju- 
gated natural estrogen, estrone—science has advanced an esthetic 
concept of effective oral estrogen therapy. 


How has this tasteless, odorless therapy shown in clinical trial? 


Effective? “The facility with which dosage can be regu- oe 
lated . . . and the rapidity with which relief can ae 
be obtained on minimal medication are com- 
mendable.””! 


Well-tolerated? “tts action is accompanied with an amazingly 
low incidence of side reactions.’” 


Esthetic? “The annoying urinary taste and odor some- 
times found in natural conjugated estrogen were 
not present.’”' 
Make your own test of SULESTREX. Compare it with any oral a 
estrogen preparation—for effectiveness, for freedom i 
from side effects, for acceptability. Tablet, elixir forms. 


1. Reich, W. J.,et al. (1951), A ° 

Recent Advance in Estrogenic 

Therapy. I. Amer. J. Obst. & 

Gynec., 62:427, August. 

2. Reich, W. J.,et al. (1952), A 

Recent Advance in Estrogenic PIPERAZINE 

Therapy. II. Amer. J. Obst. 

& Gynec., 64:174, July. (PIPERAZINE ESTRONE SULFATE, ABBOTT) 1-19-53 


IN URINARY 


TRACT INFECTIONS 


rapid response 


“Patients with pyelitis were well 

and doing their usual duties 

within 24 hours. ..”! “. . . resistant 
cases showed remarkable response.””” 


high urine levels 


“Terramycin was selected . . . in view of 
high urinary excretion rate following 
small oral doses of the antibiotic.”! 


unexcelled toleration 


“Terramycin is generally well tolerated, 
the percentage of relapses being low 
and the percentage of bacteriological as 
well as clinical cures high.” 


"Te rramyvcin 


BRAND OF OMFTETRACYCLINE 


1. Canad. M. A. J. 66.151 (Feb.} 1952. 
2. J. Urol. 67:762 (May) 1952. 
3. Ibid. 69-315 (Feb.) 1953. 
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HIGHER IN PROTEIN 


lower in fat—economical 
and go convenient 


DEXTROGEN 


Consisting of whole milk modified with dextrins, 
maltose and dextrose, and fortified with iron, liquid 
Dextrogen offers your infant patients these ad- 
vantageous features: 


e Higher protein content, hence better growth 
and development. 


e Lower fat content, therefore better tolerated. 


e Utmost convenience in preparation of formula. 


Pour the contents of Dex- e Safety—Economy. 
trogen can into a prop- 


ly cleaned quart milk — 
Dextrogen greatly simplifies infant feeding at no 


viously boiled water. _ sacrifice of nutritional benefits. Refrigeration is not 
Makes 32 ounces of for- 


mula, ready to feed. needed until the can is opened. 


THE NESTLE COMPANY, INC. 
WHITE PLAINS, NEW YORK 


When a powdered infant formula is preferred, Lactogen is an excel-""""j 
lent choice. This all milk formula consists of whole milk modified 
with milk fat and milk sugar, and fortified with iron. Lactogen is 
easily prepared by using one level tablespoonful to each two fluid 
ounces of water. This formula provides a balanced proportion of pro- 
tein, fat and carbohydrate and supplies 20 Calories per fluid ounce. 
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proves its value to the physician 


in wounds 


“Granulation tissue seemed to be of 
finer texture, more firm and to form 
more rapidly with chlorophyll 


(CHLORESIUM)...”?! 


in pilonidal cyst wounds 


“The main advantage...is a 


prompt, clean healing with 


firm granulation.” 


1. Bowers, WF: Am. J. Surg. 
73:37, 1947. 

2. Pollock, L. J., and others: 
J.A.M.A. 14621551 (Aug. 25) 
1951. 

3. Niemiro, B. J.: Journal Lancet 
72 364, 1951. 

4. Lowry, K. F: Postgrad. Med. 
11 523, 1952, 

$. Combes, F C.; Zuckerman, R., 
and Kern, A. B.: New York 
State J. Med. $2:1025, 1952, 


Literature containing 
comprehensive informa- 
tion on the uses of chloro- 
phyll in medicine will be 
forwarded on request. 
Reprints of recent papers 
are also available. 


in decubitus ulcers 


“,..a most effective agent is generally 
agreed to be chlorophyll ointment 
and liquid.””? 


in other resistant lesions 


“CHLORESIUM...an active agent 
in restoring affected tissues to a state 
conducive to normal repair...”* 
“,.-eflective agents in facilitating growth 


of granulation tissue and epithelization.”S 


| 
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Cuioresium Orntment and Sotvution (Plain) contain water- 
soluble derivatives of chlorophyll “a” as standardized in N.N.R. 
These derivatives, highly concentrated and purified, provide the 
optimum therapeutic benefits obtainable from chlorophyll. 
CHLoREsIUM OINTMENT—l-ounce and 4-ounce tubes. 


CHLorEsiuM So.uTiIon (Plain)—2-ounce and 8-ounce bottles. 


pany ine. 


: Mount Vernon, New York 
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an improved approach to 
ideal hypotensive therapy 


Low toxicity. The only 


hypotensive drug that causes no dangerous reactions, 


and almost no unpleasant ones. 


Slow, smooth action. The hypotensive 

effect is more stable than with other agents. 

Critical adjustment of dosage is unnecessary. Tolerance 
to the hypotensive effect has not been reported. 


Well suited to patients with relatively mild, 
labile hypertension. A valuable adjunct to other agents 


in advanced hypertension. 


Bradycardia and mild sedation increase its value in most 
cases. Symptomatic improvement is usually marked. 


Convenient, safe to prescribe 


The usual starting dose is 2 tablets twice daily. 
If blood pressure does not begin to fall in 7 to 14 
days, and the medication is well tolerated, the 
dose may be safely increased. Should there be a 
complaint of excessive sleepiness, the dose 
should be reduced. Some patients are adequately 
maintained on as little as one tablet per day. 


Supplied in tablets of 50 mg., 
bottles of 100 and 1000. 


SQUIBB 


Dosage of other agents (veratrum or hydrala- 
zine) used in conjunction with Raudixin must 
be carefully adjusted to the response of the 
patient. If Raudixin is added to another main- 
tenance regimen, the usual dose is applicable, 
and it is often possible to reduce the dose of the 
other agent or agents. 


RAUDIXIN 


SQUIBB RAUWOLFIA SERPENTINA 
Tablets 


*RAUDIXIN’ IS A TRADEMARK 
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Composition 

Each Tablet or each Teaspoonful 
(5 cc.) Chocolate-flavored Suspen- 
sion of Deltamide contains: 


ced 0.167 Gm. 
2. Sulfamerazine........... 0.167 Gm. 
3. Sulfamethazine.......... 0.056 Gm. 
4. Sulfacetamide...,....... 0.111 Gm. 


Each tablet or teaspoonful (5 cc.) 
of suspension provides 0.5 Gm. 
of total sulfonamides. 


Supplied: Deltamide tablets, in 
bottles of 100; Deltamide Suspen- 
sion, in 4 oz. and 16 oz. bottles. 


Indicated: In infections due to 
Group A hemolytic streptococci, 
staphylococci, pneumococci, me- 
ningococci, gonococci, and other 
responsive to sul- 
fonamides. 

References: 1. Lehr, D.: Brit. M. J. 
2:543-548, 1948. 2. Lehr, D.: Brit. M. J. 
2:601, 1950. 3. Hawking, F., and Law- 


rence, J. S.: The Sulfonamides, New York, 
Grune and Stratton, 1951. 
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Deltamide—A Quadruple Sulfonamide Tablet and 
Suspension—represents the latest development in multiple 
sulfonamide therapy. Deltamide utilizes the fact that 

an increase in the number of sulfonamides in sulfonamide 


mixtures provides the significant advantages of greater 


clinical safety with lowered incidence of toxic and allergic 
reactions.1.2 

The special formulation of Deltamide suspension 
eliminates the complaint of bitter aftertaste. 


By combining four of the most useful sulfonamides,’ 
Deltamide is superior on four counts: 

e Rapid initial absorption 

© Effective blood levels 

e High urinary solubility 

® Very low toxicity 
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creator of push-button controls 
now brings you an important 
advance in X-Ray Technology: 
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with the “DUOTECH” you get 
consistently better results with 
MODERATELY PRICED equipment, 


formerly obtainable only 


with the most expensive! 
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exposure. You get radiographs 
of consistent density 
of power line conditions or other 
factors ... and the shorter ex- 
posure time gives sharper detail. 


*The ‘DUOTECH’ Simplified 
Technique reduces the usual 3 
operational steps to 2. The Tech- 
nician makes only 2 selections: 
MaS and PKV. It’s easier 

and faster, while giving complete 
protection to the X-ray tube 
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outlook in 
LIPOTROPIC FORECAST 
cirrhosis of 


the liver 


LIPOTROPICS produce reversal 
of fatty infiltration of the liver as 
shown by human biopsy studies. 
Regardless of diet or other therapy, 
LIPOTROPICS “...seem to exert a 
beneficial therapeutic effect” in mild 
cirrhosis of the liver.2 


LAKESIDE LIPOTROPICS ... 


Three forms for optimal dosage and 
individualized therapy. 


Massive dosage, palatable, sugar-free 
vehicle 


LIPOLIQUID 

Each tablespoonful (15 cc.) contains: 
Choline* (equivalent to 9.15 Gm. 

of choline dihydrogen citrate) 3.75 Gm. 
Vitamin B,, U.S.P...... 4.20 meg. 
*As tricholine citrate. 


Dosage: 1 to 2 tablespoonfuls daily. 


High dosage capsule 
LIPOCAPS*® 


Each orange capsule contains: 
Choline bitartrate 

dl-Methionine 

Inositol... 

Dosage: 1 capsule three times daily. 


For moderate dosage 
and supplementation 


LIPOTROPIC 

CAPSULES (taxesive) 

Each pink capsule contains: 

Choline dihydrogen citrate . . 200 mg. 
dl-Methionine 100 mg. 
Dosage: 1 or 2 capsules three times 
daily. 


1. Cayer, D., and Cornatzer, W.: Gastroenterology 20:385, 1952. 
2. Gyérgy, P.: Am. J. Digest. Dis. 19:392, 1952. 


» INC., MILWAUKEE 1, WISCONSIN 


GP ¢ Volume VII, Number 6 


SEY i ae 
mg. 
mg. 
akeside | 
194 


TABLET 


NEOHYDRIN’ 


BRAND OF CHLORMERODRIN 


NORMAL OUTPUT OF SODIUM AND (WATER / 


PRESCRIBE NEOHYDRIN whenever there is retention 

of sodium and water except in acute nephritis 

and intractable oliguric states. You can balance 

the output of salt and water against a more 
physiologic intake by individualizing dosage. From one 
to six tablets a day, as needed. 

PRESCRIBE NEOHYDRIN in bottles of 50 tablets. 


There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea 
in each tablet. 
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Proteie Formula tor 


8 basic infant formula products 


For almost half a century, Mead Johnson & Company’s infant 
feeding products have had an incomparable background of 
clinical effectiveness and medical acceptance. 


Babies fed Mead’s formula products have been characterized 
by sturdy growth and low incidence of complications and 
feeding disturbances. 


Dextri-Maltose 


The Preferred Carbohydrate Modiher 


Olac 


\ Mead’s Powder 


rm 
La Complete Formula 
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